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“YES...1 HAVE SPECIAL REASONS FOR SPECIFYING BUFFERIN™ 


There are a lot of reasons why so many physi- 
cians specify Bufferin. For instance, it’s better 
tolerated than plain aspirin—many times bet- 
ter tolerated according to one recent study! of 
236 patients. Therefore, it’s the choice when 
high-dosage or long-term salicy'ate therapy 
is indicated. And Bufferin contains no sodium 
—so it’s ideal for effective pain relief when the 
patient’s on a low-salt or salt-free diet. 


Bufferin makes work easier for the hospital 
staff too: no stomach upsets to waste nursing 
time—the fast onset of action means fewer of 
those “why don’t I feel better yet” calls. 


And the new 1,000 tablet hospital size bottle 
of Bufferin means that you can now economi- 
cally stock this fine analgesic for general hos- 
pital and out-patient use. Be sure it’s available 
in your pharmacy. 

Each Bufferin tablet combines 5 grains of aspirin 
with Di-Alminate (Bristol-Myers’ name for the ex- 
clusive combination of the antacids alv .inum glycin- 
ate and magnesium carbonate). 


1. Sher, D. B.: Aspirin and APC Irritation of the Stomach, 
Scientific Exhibit, World Congress of Gastroenterology; 
Washington, D.C., May, 1958. 


BUFFERIN: 1,000's Save money - Save space - save time 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 
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Small Hospitals’ Clinic 


Job Combinations 
in the Small Hospital 


by Arthur L. McElmurry M.S.H.A. 


Administrator, 
Nan Travis Memorial Hospital 
Jacksonville, Texas 


= WE ARE FAST BECOMING a nation 
of small hospitals for there has been 
a great upsurge in the construction 
of hospitals in the small town areas. 
Statistics reveal that more than 
50 percent of the hospitals in the 
United States have less than 50 
beds. Another statistic reveals that 
over 60,000,000 Americans rely on 
the small hospital services, which 
perhaps has brought about the 
gradual shifting of more and more 
procedures from the city hospitals 
and medical centers to local hos- 
pitals. There is every indication 
that this increase will continue. 
Small town people may settle for 
less than the best in living con- 
venience, schools, recreation, and 
other resources, but when it comes 
to the care of their loved ones they 
want the best that hospitals can of- 
fer. 

Although problems in the large 
and small hospitals are similar, it is 
the completeness of service that the 
small hospital finds so difficult to 
accomplish, for the smallest hos- 
pital must be a complete medical 
unit. It must maintair most of 
the many services offerei in large 
hospitals. It cannot always afford 
personnel with all the desirable 
qualifications required of a depart- 
ment head, and there is too little 
time to devote to training. Often 
qualified personnel do not like to 
live in small towns. 

Administration in the small hos- 
pital is just as important, time is 
just as valuable and decisions are 
just as weighty as in the large hos- 
pital. Necessity is the mother of in- 
vention and since those in the hos- 
pital field have found it so neces- 
sary to improvise and seek differ- 


ent ways of doing the seemingly 
impossible, the obvious recourse of 
the small hospital is to combine 
tasks and have fewer personnel do 
more different things. In a sense, 
the administrator of the small hos- 
pital must work to counteract the 
influence of specialization if his job 
combination program is to be effec- 
tive. 


Caste System 


Recently, we had an opportunity to 
hire a refrigeration engineer. With 
212 tons of air conditioning, three 
walk-in coolers, and various other 
pieces of refrigeration equipment, 
there were frequent repairs but not 
enough for iull-time employment. 
Had this man been interested in a 
job combination we might have 
solved one of our problems. It does 
not occur to us that we actually 
have a caste system in the United 
States until we realize that we base 
our ideas of a job on the degree of 
physical labor involved. There is an 
old saying which still holds true 
that “there is dignity in labor,’ and 
there should be for the Lord first 
instituted it. The administrator 
himself can aid in the reassertion 
of this fact. 

There are different opinions as to 
what should be considered a small 
hospital. For the purpose of this 
discussion, we still assume the 
small hospital as one having less 
than 100 beds. A 25-bed and a 75- 
bed hospital are both considered 
small yet they may have little in 
common so far as administration 
and personnel is concerned. The 
physical facilities of the hospital 
Please turn to page 14 
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Per cent of “antibiotic-resistant” epidemic 


os staphylococci cultures Tao, ery- 
thromycin, penicillin and mphenicol.! 
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stability in gastric acid « rapid, high and sustained blood lev- 
els « high urinary concentrations - outstanding palatability in a 
liquid preparation 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered without regard to meals. 

Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful. 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. 0., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 476. " 
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= Last month our survey asked the following 



























































question: does your hospital compute percentages 
of costs of operation for selected periods in rela- 
tion to revenue? The replys were 57.5 percent yes 
and 42.5 percent no. Of those who answered af- 
firmatively, comparisons were made in the follow- 
ing; the hospital’s budget by 65 percent, the hos- 
pital’s previous period’s income and expense 
statements by 89 percent, the summaries of op- 
erating data published or compiled for groups of 
hospitals by 80 percent and with other individual 
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O REDUCE the spread of staphylococci and other organisms in 


la- hospitals, handwashing is “... possibly the most important single 
yes control measure.” Just soap-and-water cleansing “...does not go 
col far enough because it cannot be relied upon to kill the staphylococci.” 
os- But “when pHisoHex is used by nurses for handwashing, it is not pos- 
nse sible to recover Staphylococcus pyogenes from their hands.”* In addition, 
ye" bacterial resistance to hexachlorophene does not develop.* 
ual At the National Institutes of Health, the incidence of hospital 
° cross infection was practically eliminated when a// hospital personnel 
q washed with pHisoHex before and after caring for any patient.> Routine 
: use of pHisoHex for bathing infants as well as for routine handwashing 
4 by hospital nurses has helped prevent staphylococcal epidemics among 
m 4 newborn infants.*" 


Why is pHisoHex so often preferred? “The preparation appears 
to kill bacteria quickly, inhibits their growth, renders the skin’s surface 
virtually sterile in many cases, forms an antibacterial film which kills 
fresh bacteria in the event of subsequent contamination after its use, 
saves time. ... It is nonirritating, and it is hypoallergic.”* 
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Antibacterial detergent with 3% hexachlorophene staphylococcal Zephiran® chloride, a powerful 
antiseptic and germicide that is nonirritating to the 
skin and mucous membranes—and Roccal,® a solution 


Per ‘imine gai for general hospital sanitization and disinfection. Roccal 
a rown . «41. . ° . . . . . 
rd 116: 1185, March 8. 1938. rinsing renders textiles actively bacteriostatic against 
)2. armann, E. m : 

10.34 Pharm. 129:42, Feb., 1957. tespiratory and wound discharge. 

19.76 3. Hardyment, A. F.: Pediatric 

+¥t peor ay o. America, — Write for or ask the Winthrop man for the new leaflet, 
os BG eine on PP goer “Practical Pointers to Protect Your Hospital Against 
32.03 Hovanesian, J.: * Antibiotics & ; ” 

-¥4 Horenesian, Jif "ser, ar STAPHylococcal Infections. 

61.39 5. Benson, M. E.: m. J. Nurs- 

27.50 ing 57: 1136, on 1957. 
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MYSTECLIN “, SUMYCIN ©’ AND MYCOSTATIN © ARE SQUIBB TRADEMARKS 


§ prompt, aggressive 
antibiotic action 
a reliable defense against 


monilial complications 










both are often needed when 
bacterial infection occurs 


for a direct strike at infection 
Mysteclin-V contains tetracycline phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickett- 
sias, certain large viruses, and Endamoeba histolytica). 


It provides the new chemical form of the world’s most widely prescribed broad spectrum antibiotic. 


It provides unsurpassed initial blood levels — higher and faster than older forms of tetracycline — for the most 
rapid transport of the antibiotic to the site of infection. 


for protection against monilial complications 
Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
Candida (Monilia) albicans. 


It acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline or any other broad 
spectrum antibiotic is used. 
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will determine to a great extent the 
possibilities of job combination. 
Two areas of work might be com- 
bined under one supervisor in one 
institution while in another it 
would be altogether impossible. 
There is no prescribed rule, no set 
pattern, no particular formula suit- 
able to all. Since no two hospitals 
can use the same set-up, 2ny job 
combination program must be tail- 
ormade for each particular hospital. 


Learn How to Combine Jobs 


How do you go about combining 
jobs? First, know what you want to 
accomplish, analyze the duties in- 
volved, study each procedure which 
seems complicated and each depart- 
ment which shows lack of coordi- 
nation. There is always an easier 
and more efficient method to per- 
form seemingly difficult proce- 
dures. Second, search among your 
employees for that person with un- 
usual skills or abilities, for that 
person who does not have to be re- 
minded of his duties, for that one 
who, when you make your rounds, 
has his task well under way or per- 





haps completed for that person who 
conscientiously wants to learn, and 
who just “likes people”. There are 
a few people who can perform any 
task well, and lucky you are if 
you can spot one or two in your 
own organization. 

It is a strange inconsistency that 
the more effective an employee, the 
more his identity and personality 
blend into the background of his 
particular work. The more able the 
man, the less he stands out. Look 
for this man or woman in your or- 
ganization! Then _ job interest 
should be promoted in that indi- 
vidual with on-the-job-training, in- 
stitutes, workshops and other vari- 
ous training programs. 

There is no more variegated job 
combination in the small hospital 
than that of the administrator him- 
self. Many times he must function 
as plant manager, purchasing agent, 
public relations director, personnel 
officer, business manager and at 
other various duties. Other than 
this, the efficiency of his employ- 
ees, in many instances, depend on 
his ingenuity as an administrator. 
His responsibility for patient and 
property is no less than when he 
is on the job, and if his organiza- 
tion is to function for the full 24 





hours, he must see that there is 
constant authority and supervision. 
Consequently, he must locate those 
whom he can depend upon to serve 
in a supervisory capacity when he 
is away, to aid him when his du- 
ties become too numerous or in- 
volved. There is no time for at- 
rophy on the job as a small hos- 
pital administrator. Each day meets 
him with a new challenge. 


Assistant Administrator 


Many small hospitals cannot af- 
ford --sistant administrators. In 
this case, a committee of depart- 
ment supervisors may be dele- 
gated to perform certain duties. 
Department heads could be called 
together for a one-hour period 
once or twice a month for discus- 
sion of common problems. Ask for 
advice and encourage suggestions. 
You just might come up with a real 
solution! 

There are many possibilities for 
job combination in the front office. 
Review your admission procedure; 
eliminate unnecessary details and 
combine duties where possible. 
One staff member, well chosen, 
might serve as credit manager, ad- 
mitting clerk and cashier. How- 
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ever, one note of caution—be care- 
ful not to combine jobs to the ex- 
tent that there is no cross-check on 
receipts and disbursements of mon- 
ey and supplies. 

A combination purchasing agent 
and credit manager might be suit- 
able in some small hospitals. When 
basic stocks are established and 
put on perpetual inventory, it does 
not take a professional to re-order 
when stocks are low. Establishment 
of credit policies will make the 
credit manager’s duties less diffi- 
cult. Also, since someone in the 
hospital must keep abreast of new 
developments in supplies and 
equipment, it is very likely this du- 
ty would come under the supervi- 
sion of the purchasing agent. 

The shared dietitian pregram 
provides small hospitals with pro- 
fessional supervision at a price they 
can afford to pay. Much can be ac- 
complished in two days of the week 
by one trained and experienced in 
dietetics, providing the dietitian 
lives within easy distance and that 
the hospital furnish her with a 
willing food service supervisor 
whom the dietitian herself could 
train. Through an advertisement in 
the local newspaper one Texas hos- 
pital hired a home economics grad- 


uate who lived in the community. 
She not only handled the dietary 
department well but was a “natu- 
ral” for housekeeping supervision. 

Housekeeping is everybody’s re- 
sponsibility and each member of 
the personnel should do his part 
toward keeping the hospital clean; 
from the plumber, painter, car- 
penter, desk clerk, nurses, as well 
as the doctor who grinds out a 
cigarette on a freshly scrubbed 
floor. The housekeeper, like most 
department heads in the small hos- 
pital, wears more than one hat. 
She cannot be all head and no 
heart because her most important 
asset is her ability to get along 
with people. Scrutiny of her abili- 
ties might reveal that she has tal- 
ent in the decorative field and, with 
supervision, perhaps in Central 
Service, or as supervisor of the 
laundry. 

The laundry in the small hospital 
cannot be overlooked. It is said 
that even the smallest hospital can 
save more than two cents a pound 
on laundry. The life of the linen is 
prolonged and there is the conven- 
ience of having your linens when 
you need them. The laundry man- 
ager might also take care of store 
room or maintenance. 


Maintenance 


A competent maintenance man is 
a “must” in the small hospital, per- 
haps more than in the large, be- 
cause the urban areas have a va- 
riety of mechanics to come when 
called. In the small hospital the 
maintenance man must be a jack- 
of-all-trades, for he must be able 
to do plumbing, electrical work, 
painting, carpentry, and _ various 
other duties. 

Medical records are a profession- 
al function and should be carried 
out as recommended by the Joint 
Commission. A plan of group su- 
pervision might be the solution for 
the smaller hospital, whereby a vis- 
iting librarian could code and in- 
dex diseases and operations and 
carry out the more complicated 
procedures. She could perhaps in- 
struct a secretary or some other 
local person to do the routine work 
between visits. Then, there is the 
possibility that the medical record 
librarian might be interested in a 
combination of duties, such as sec- 
retarial work, bookkeeper, payroll 
clerk, or other miscellaneous du- 
ties, depending again on ability and 
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Washington Bureau Reports 





EXPENDITURES FOR HOSPITAL and medical care 
show a steady uptrend: 1954-55, $2,052.1 millions; 1955- 
56, $2,125.8 millions; 1956-57, $2,227.3 millions. These 
figures, taken from “Social Welfare Expenditures in the 
U. S., 1956-57,” which appeared in Social Security Bul- 
letin for October, exclude virtually all domiciliary care, 
except in mental or tb institutions. Author of the study, 
which is part of an annual series, is Ida C. Merriam, di- 
rector, SS Div. of Program Research. 
7 


HOSPITAL AND INSTITUTIONAL BUILDING out- 
look for 1959 is bright, according to government sources. 
Public construction is estimated at a booming 19 per- 
cent over 1958; private construction just slightly under 
the 1958 figure, which was seen as running some 15 per- 
cent ahead of 1957, however. Public building during 
1958 was 14 percent over 1957. Some industry estimates 
are said to be even more optimistic about 1959. 

2 
ELECTION OUTCOME has been so widely covered — 
‘almost ad nauseum — in the newspapers that comment 
here is practically superfluous. Except to note that 
chairmanship of virtually all committees concerned 
with health, hospital and welfare legislation, with which 
hospital people are generally concerned, remain un- 
changed. And, Congressional committee chairmen are 
powerful figures! 

+ 
LOANS AND GRANTS — Housing and Home Finance 
Agency: $325,000 to Mercy Hospital, Watertown, N.Y.; 
$743,000 to Sacred Heart Dominican College, Houston, 
Tex., which specializes in teacher and nurse training; 
$165,000 to the George F. Geisinger Memorial Hospital, 
Danville, Pa.; $387,000 loan to Deaconess Hospital, Free- 
port, Til.; $563,000 loan to Albany (N.Y.) Hospital; 
$366,000 to Childrens Hospital, Columbus, Ohio. 


> Small Business Administration loans: $40,000 to Black 
Point Farm (nursing home), Portsmouth, R. I.; $34,000 
to Ryan Nursing Home, Watertown, N.Y.; $125,000 to 
Lake Crystal (Minn.) Development Corp. for a nursing 
home; $47,000 to Grandon (Wis.) Nursing home; $120,- 
000 to Rudolph A. Sabo, Lakin, Kans., for a nursing 
home; $40,000 to Albert H. and Ona E. Willeford, Ham- 
ilton, Tex., for sanatoria and convalescent and rest 
home. 
* 
MEDICAL RESEARCH TREND — as summarized in 
recent Senate Committee on Government Operations 
Subcommittee report foreword, by Sen. H. H. Hum- 
phrey (D., Minn.), chairman: 1957 total national medi- 
cal research, $330 million; 10 years earlier, just $88 
million. In 1957 the federal government contributed 56 
percent of the total funds, priv~te industry, 27 percent; 
philanthropy, 11 percent; and endowment, 6 percent; 10 
years prior the proportions were, federal, 32 percent; 
industry, 40 percent; philanthropy, 17 percent; and en- 
dowment, 11 percent. 
e 

VA HOSPITAL WORK is being urged upon all high 
school and young college students who plan medical, 
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by Walter N. Clissold 


nursing or related health fields careers. These young 4 


folks are being invited to “familiarize themselves with 


hospital work” through actual experience in VA hos- 3 


pitals, as junior volunteers. A wide assortment of as- 


signments, and opportunity to become part of the hos- ~ 


pital “team” for several hours a week is promised. 
e 


INSURANCE PLANS which would more nearly meet ~ 
the cost of long-term care of the aged and mentally ill, 
and which would include care for migrant workers, ~~ 
were urged by the Association of State and Territorial © 
Health Officers at its 1958 meeting. They also recom- ‘~ 
mended increased appropriations to permit building of 
Indian hospitals partially with Hill-Burten funds when ~ 
the situation warrants. State hospital officials, for the ~ 
first time, did not meet with this group, but will meet ~ 


separately here next spring. 
e 


CIVIL DEFENSE and Defense Mobilization — “The — 


National Plan” has been issued. Of special interest to 
hospitals will be Annex (supplement) No. 18, National 
Medical and Health Plan, which spells out in detail the 
broad policy statements of the National Plan. Annex 11, 
Protection of Essential Facilities, specifically including 
hospitals, will also be of interest among the 40 Annexes 
planned for publication. 
. 


PEOPLE — Charles B. Saunders, Jr., formerly legisla- 


tive assistant to Sen. H. Alexander Smith (R., N.J.), is @ 


now assistant to Elliot L. Richardson, assistant secretary 
of HEW, and will be primarily concerned with the de- 
partment’s legislative matters Frank Bane, former 
executive secretary of the Council of State Govern- 
ments, is chairman of the Surgeon General’s Consultant 
Group on Medical Educatien, Dr. Leroy E. Burney, PHS 
SG, has anneuneed. Dr. Edwin L. Crosby, AHA direc- 
tor, is a member of the group Dr. Paul L. Day, 
formerly of the University of Arkansas School of Medi- 
cine, named to new post of scientific direetor of the 
Feod and Drug Administration, according te Commis- 
sioner George P. Larriek President Eisenhower 
has reluetantly accepted the resignation of Social Se- 
curity Commissioner Charles I. Schottland. 

© 
SURPLUS PROPERTY, including hospital building 
sites, hospital and laboratory equipment, with total 
original cost value of more than $92 millions, was made 
available to the States during the third quarter of this 
year. Regional offices of the Department of Health, Ed- 
ucation, and Welfare and varivus State agencies handle 
disposition of the property. 

& 
ILLNESS OR INJURY TOLL during year ended June 
30, 1958, caused loss of about 3 billion 400 million days. 
Average per person per year is 20 days, according to the 
first report of a full year of nationwide househdld inter- 
viewing under the U. S. National Health Survey. Res- 
piratery conditions, causing an average of 7 days re- 
strieted activity per person, seems to be the number one 
offender among acute illnesses, while circulatory 
diseases led among chronic conditions. 2 
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qualification. I know of one medi- 
cal librarian who has unusual abil- 
ity in organizing paper work. This 
ability has been used to great ad- 
vantage in other departments; 
streamlining admitting procedure, 
organizing an insurance department, 
et cetera. 

Few small hospitals have found it 
practical to hire a full-time phar- 
macist. However, handling hospital 
supplies should prove more satisfy- 
ing to the pharmacist than selling 
cosmetics and all the “doodads” that 
drug stores stock these days. A 
combination of pharmacist, store- 
room manager, and purchasing 
agent should prove satisfactory 
since all of these jobs call for simi- 
lar skills. The pharmacist could be 
of great value to the administrator 
as a purchasing agent because he al- 
ready has the knowledge and ability 
to purchase drugs and drug sup- 
plies. He knows how to keep a file 
on all the new medicines, how to 
handle narcotics and can inventory 
stock. He could serve Central Serv- 
ice in a supervisory capacity. The 
qualified pharmacist’s work in la- 
beling containers and _ identifying 
drugs can prevent serious errors. 
These added responsibilities and 
new duties would keep his work 
from becoming monotonous. A re- 
tired pharmacist who would like to 
supplement his income with part- 
time work might be discovered in 
your community through inquiry or 
perhaps advertisement in the news- 
paper. 

We do not have to be told that 
there is a shortage of nurses and it 
is felt by many that nurses should 
nurse. However, in the small hospi- 
tal a combination of nursing and 
teaching can be worked out to good 
advantage. The professional operat- 
ing room nurse, who is willing to 
share her place at the operating 
table, has a new and _ interesting 
role. She is manager, coordinator 
and teacher of her nursing team. 
Training the operating room techni- 
cian can be of real interest as she 
sees the growing enthusiasm of the 
technician as well as the surgeon’s 
gradual acceptance of the nonpro- 
fessional worker. 

Some job combinations have been 
in use for years, that of nurse-an- 
esthetist and director of nurses, lab- 
oratory and x-ray combinations, 
and others. Why not try something 
different? The small hospital admin- 
istrator sometimes has to make a 
“silk purse from a sow’s ear,” and 
this requires imagination enough to 
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try something which has never been 
tried before. He may have to sharp- 
en his own wits and abilities to aid 
in recognizing the potentials of his 
present employees and daily appli- 
cants. Whatever the combination, 
we need not apologize so long as our 
patients are provided with quality 
care. 

Job combinations often develop a 
sense of importance and belonging 
in the employee. It is a known fact 
that hospital people, from the porter 
to the administrator, are notoriously 
sensitive and protective of their 


particular responsibility and control. 
Therefore, it behooves the adminis- 
trator to use the utmost care in the 
combination of jobs. One adminis- 
trator reports that he lost a good 
hospital porter through lack of in- 
sight when he made the man his 
Saturday afternoon golf caddy; ap- 
parently he was pleased with his job 
as porter but humiliated because of 
the combination. However, most of 
us can compromise without losing 
face or wounding our ego if we keep 
in mind our common cause—the 
care of the sick. 
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Hospital Accounting 


with Professor T. LeRoy Martin 


Inquiry: Is there any reason why 
hospital accounting systems do not 
provide for cost accounting to be 
done as the transactions are entered 
rather than as a cost allocation 
process after the statements have 
been prepared? 


Comment: It is extremely difficult to 
say why hospitals have generally 
adopted so-called financial account- 
ing methods rather than cost ac- 
counting systems. By financial ac- 
counting methods is meant that 
expenses are classified according to 
the departments which incurred 
them, thus arriving eventually at 
the total cost of operating a depart- 
ment. By cost accounting system is 
meant accounting methods which 
record costs classified according to 
the product or service which is be- 
ing made or rendered. For example, 
under the usual financial account- 
ing system, the wages of cooks in 
the kitchen would be charged to 
dietary expense, that is, the cost of 
operating the dietary department. 
Under a cost accounting system 
such wages would be charged to 
cost of food immediately as would 
the cost of all food stuffs purchased. 
As part of the regular accounting 
routine in a cost system so-called 
overhead would be allocated to food 
cost. That is, the cost of helpers, 
supplies used, heat, light, power, 
depreciation of equipment, repairs 
to equipment and all similar costs 
would be charged directly to food 
cost. At the end of the period the 
cost of a meal would be determined 
by dividing total food cost by the 
number of meals served. Total food 
cost would already be recorded in 
one account. 

A true cost accounting system 
would show as a part of the ledger 
accounts the total cost of perform- 
ing such services as operations, de- 
liveries and laboratory tests. Such a 
system would also show the cost of 
routine service to patients, including 
the costs of nursing, medical and 
surgical routine service, food, and 
housekeeping costs as a part of the 
regular accounting records. It will 
be seen that since housekeeping is 
a separate department that a cost 
system would have to provide for 
summary entries each month to 


allocate housekeeping costs to the 
other departments which it serves 
The same procedure would be in- 
volved for each department which 
serves others. In the end the cost 
system will result in the same unit 
costs for routine service to pa- 
tients, operation, or x-ray film that 
the cost allocation method does on 
worksheets rather than in the 
ledger. 

The foregoing brief discussion of 
the differences between the opera- 
tion of a financial accounting system 
and a cost system may give some 
clue to the reason why there are 
few complete cost systems in use in 
hospitals. Probably the principal 
reason is that less skilled book- 
keepers can operate a financial ac- 
counting system as compared to a 
cost system. Once the financial rec- 
ords are complete, someone trained 
in cost analysis can complete the 
allocation and compute the unit 
costs desired. Another important 
consideration is that under conven- 
tional methods of aceounting com- 
parisons with other hospitals’ indi- 
vidual expense accounts within the 
departments can be made from 
published information. This com- 
parison is much more valuable for 
administrative control than the 
comparison of final cost figures such 
as the unit cost of a meal, an opera- 
tion, or a laboratory examination. 
A possible third reason for lack of 
cost accounting systems as integral 
parts of the accounting systems lies 
in the historical growth of account- 
ing systems which came to be gen- 
erally accepted before much em- 
phasis was placed upon cost figures 
in the operation of a hospital. The 
cost analysis thus became an ap- 
pendage to rather than a part of the 
system. 


Inquiry: What is meant by giving 
effect to external factors in the 
preparation of a hospital budget? 


Comment: There is no question but 
that there are always external fac- 
tors influencing the operation of the 
hospital and consequently must be 
taken into account if an accurate 
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Consulting 





Rubber Stamp Signature 
QUESTION: Our medical staff 


contains four separate groups of 
doctors who are associated in 
clinics. When a member of the 
clinic admits a patient, his part- 
ners may see the patient in the 
hospital, write orders and so on. 
Should the medical record show 
the names of all the physicians 
or is it sufficient to show the 
patient has been attended by the 
clinic? One of the clinics issued 
a rubber stamp to its members 
stating the name of the clinic 
with a space for an initial; is this 
a proper practice? 


ANSWER: Although this practice 
would not have been condoned a 
few years ago, current practices 
must be recognized. It is now fairly 
common for physicians in partner- 
ship to practice in the name of the 
group rather than in their own in- 
dividual names. Since all the part- 
ners are jointly and severally liable 
for each other’s actions, it is im- 
material who writes the orders or 
carries out the treatment. 

Under these circumstances the 
rubber stamp seems like a good 
idea, provided that it is initialed 
by the particular person who has 
seen the patient at a particular time 
or written a particular order. 

In this case the patient is charge- 
able to the partnership and if one 
member of the group fails in his 
duty to the patient or to the hos- 
pital, the entire partnership suffers 
and is subject to censure by the 
medical staff. In this case the other 
members of the group are expected 
to bring the offending partner into 
line. 


Information About Emergencies 


QUESTION: When a patient is 
admitted unconscious in a state 
of emergency how much infor- 
mation may we release to the 
newspapers? 


ANSWER: You may simply release 
the information that the patient has 
been admitted in a state of emer- 
gency and nothing else. 
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with Dr. Letourneau 


Anesthetic Death Rate 


QUESTION: Could you tell us 
what is the acceptable norm for 
deaths due to anesthetics? 


ANSWER. There is no acceptable 
norm. Foreseeable and preventable 
deaths should be investigated thor- 
oughly by the medical staff. Under 
the old program of standardization 
of the American College of Sur- 
geons, an anesthetic death rate of 
one in 5,000 anesthetics was con- 
sidered acceptable. 


Information to Newspapers 


QUESTION: Our medical staff 
has just passed a resolution rec- 
ommending that we no longer 
give any information concerning 
patients to any news agency. Up 
to now we have had a pleasant 
relationship with the newspapers 
but recently there was an un- 
fortunate incident which led to 
the medical staff's action. 

We feel that the newspapers 
will get the information anyway 
and that it might be distorted if 
they are not provided with the 
true facts. Could you assist us to 
consider the medical staff rec- 
ommendation? 


ANSWER: Your doctors may have 
a legitimate complaint if some of 
them have suffered from undue 
publicity or injudicious release of 
information. 

On the other hand the right of 
privacy belongs to the patient and 
it is suggested that each patient be 
asked upon admission if he or she 
has any objection to giving infor- 
mation about his admission to the 
newspapers. If the patient does 
object, that settles the question; no 
information should be given out and 
if a newspaper violates the privacy 
of that patient, there might well be 
recourse against that newspaper. 


Surgical Assistant's Fee 


QUESTION: Our medical staff 
has recently recommended the 
inclusion in the medical staff 
bylaws that “the assistant’s fee 


for any one surgical operation 
shall not exceed the sum of 
$35.00”. This seems to be a sad 
reflection on the knowledge and 
training of our physicians, Should 
a definite amount be named and 
if so, how much? 


ANSWER: The fee for an assistant 
in surgery should not even be men- 
tioned in your bylaws since as- 
sistance at the operation is render- 
ing a medical service to the patient. 
It is a matter of agreement between 
the assistant and the patient. Such 
a clause in your medical staff by- 
laws is entirely improper. 


Tissue Committee Records 


QUESTION: Some of our doc- 
tors fear that the report of the 
tissue committee may be used 
as evidence against a physician 
in the event of a malpractice suit 
and are now refusing to commit 
themselves to writing. What can 
be done about this? 


ANSWER: Many hospitals report 
the findings of the tissue committee 
in code to the medical staff or to its 
executive committee. The report of 
the tissue committee is useful only 
as a working document for the use 
of the medical staff and should not 
constitute a permanent record in 
the hospital, nor should it ever be 
attached to the medical record. 
When the record of the tissue 
committee has served its purpose, 
some authorities recommend that it 
be destroyed. The proposals of the 
tissue committee are not punitive. 
It is established to raise standards 
of medical practice in the hospital 
and usually succeeds in its purpose. 
If, as a result of the studies of the 
tissue committee, restraining action 
must be taken against a physician, 
this recommendation is made by 
the executive committee of the 
medical staff and sometimes by the 
medical staff as a whole. After the 
action has been taken there is no 
further need for the tissue com-~ 
mittee reports unless the physician 
involved wishes to appeal the 
action. 8 
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Guest Editorial 





Limited Liability for Hospitals 


fter 30 years of immunity from 

injuries or death caused by the 
negligence of its employees, non- 
profit, nongovernmental hospitals in 
New Jersey lost that favorable 
status earlier this year when the 
State’s Supreme Court by a vote of 
five to two, reversed a 1925 de- 
cision which had granted immunity 
to charitable hospitals on the ground 
that public policy required it. In- 
terestingly enough, the Court had 
accepted for review three decisions 
from the lower court based upon 
the immunity dicta: one pertaining 
to a patient in a hospital who had 
climbed over the bed rails late at 
night, one pertaining to a worship- 
per of a Catholic Church who had 
slipped upon the floor in the lobby 
of the church on a rainy day and 
one pertaining to a girl member of 
a Y.W.C.A. who, on the way from 
the locker room to the swimming 
pool of the Y.M.C.A. (which the 
Y.W. members were permitted to 
use once a week), had stumbled 
on a loose tread on a stair. De- 
cisions holding all three defendants 
liable for damages were handed 
down at the same time. Thus, all 
charitable corporations, associations 
and societies including educational 
and religious organizations were 
effected, and not hospitals alone. 

It has been the fashion in recent 
years for the judges of New Jersey’s 
Superior Court to castigate the 1925 
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by J. Harold Johnston 
Executive Director 
New Jersey Hospital Association 


immunity ruling in dismissing suits 
against hospitals. After one such 
opinion late in 1954, which received 
editorial support in several leading 
newspapers and the New Jersey 
Law Review, a legislator introduced 
a bill making nonprofit hospitals li- 
able for damages up to $5,000 per 
person per accident. Widespread 
discussion in local hospital circles 
quickly followed. Some took the 
position that hospitals should be re- 
sponsible for their acts, that, in any 
event, the trend was running so 
strong that it was only a question of 
limited time before New Jersey 
hospitals would lose their immune 
status and thus, while the climate 
was still favorable, it would be 
smart to acknowledge liability 
limited in money damages to a rea- 
sonable amount (at the time the 
editorial director of HOSPITAL MAN- 
AGEMENT expressed himself to the 
writer as strongly in favor of such 
a proposal). Others thought the 
wise thing was to wait until the im- 
munity was lost, if in fact it ever 
was lost, and then to have legisla- 
tion introduced. A vote by mail 
after an assembly and a pro and 
con presentation was heavily in 
favor of the latter view. When in- 
formed of the Association’s opposi- 
tion, the sponsor of the limited li- 
ability bill agreed not to move it. 
In anticipation, however, that one 
day a carefully drawn bill would be 


needed, the Association’s Board of 
Trustees authorized the appoint- 
ment of a committee of lawyers rep- 
resenting hospitals to work with the 
Association’s legal counsel to draft 
a bill. In due course, this was done 
and copies were circulated to mem- 
ber hospitals for comment. In the 
fall of 1957, the Supreme Court 
voted to hear the appeals on the 
three cases outlined previously. 
Once again the Association took a 
vote and, as before, the hospitals 
were overwhelmingly in favor of no 
action until the Court actually took 
away the immunity. 

On April 28, 1958, the Court 
handed down its decision and one 
week later, State Senator Frank S. 
Farley, of Atlantic County, intro- 
duced a bill providing that non- 
profit corporations, societies and as- 
sociations organized exclusively for 
religious, charitable and _hospita! 
purposes shall not “be liable to re- 
spond in damages to any person 
who shall suffer damage from the 


negligence of any agent or servant © 


of such corporation, society or as- 
sociation: but nothing herein con- 
tained shall be deemed to exempt 
the said agent or servant individual- 
ly from his liability for any such | 
negligence.” The bill promptly | 
passed the Senate by a vote of 18 to 

0 and, upon reaching the Assembly 
on May 19, was referred to the | 
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Kohler Electric Plant 
Safeguards Memorial Hospital 


A 50 KW Kohler electric plant 
in this Sheboygan, Wisconsin 
hospital is ready to take over 
critical loads automatically—in 





emergencies when regular power 
fails. Equipped with transfer 
switches and transformers, the 
plant will supply electricity for 
115/230 volt single phase and 
230 volt 3 phase normal service 
—insuring use of equipment 
vital to patients’ care. 

Kohler electric plants are 
thoroughly engineered package 
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poses. They have all necessary 
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Judiciary Committee. Time was of § 
the essence as the target date for 
the adjournment of the Legislature 
was June 16. 

It was evident from the beginning 
that the Committee was reluctant to 
act. There seemed to be no organ- | 
ization opposed to the bill or any 
organized opposition. Although the | 
Court’s decision made it clear that 7 
the legislature had the power to © 
declare public policy in the matter, | 
some legislators were reported as | 
reluctant to overrule the Supreme ~7 
Court. We were told that a number 7 
of plaintiff's attorneys, some of | 
whom were later identified as of- | 
ficers or members of the New Jer- 
sey branch of the National Associa- | 
tion of Compensation Claimant’s § 
Attorneys, had made protests to § 
members of the Committee, each of | 
the seven members of which, but 
one, were lawyers. Several sugges- § 
tions for amendments were offered 7 
promptly and promptly accepted by 7 
the hospital representatives but the 
bill remained in committee. There | 
were some people working for the 7 
bill’s adoption who were sure that 7 
if the bill was reported out, it would 7 
be passed by a comfortable margin. 7 

Finally, on June 9, the chairman 
of the Committee announced that | 
this was such an important matter |7 
that a public hearing would be held © 
to consider it on July 17. He told © 
newspapermen that if strong sup- . 
port for the bil! was evident at the © 
hearing, he felt sure that on one of 7 
the severa! times in the fal! when | 
the Legislature would probably @ 
convene for special purposes, the 7 
bill could be acted upon. e 

And then on June 16, without © 
prior consultation with the hospi- = 
tals, the Committee introduced and } 
reported favorably a substitute for 7 
the original bill which had passed ~ 
the Senate. The rules require such © 
a bill to lay over for a day but the © 
rules were suspended by a two- 
thirds vote and the substitute was 7 
passed, 51 to 2, with assemblymen 
not voting. The bill was rushed to | 
the Senate where the rules were 
likewise suspended and the bill 7 
passed by a vote of 12 to 0 with 
eight abstentions, about five minutes | 
before adjournment. The Governor 
signed it on July 22, 1958. 

The substitute, now law, differs 7 
from the original bill in several 4 
most important respects. First, it @ 
limits the immunity to the “benefi- & 
ciaries, to whatever degree, of the @ 
work of such nonprofit corporation” | 
and second, and even more impor- 
tant to hospitals, it provides that 
nonprofit hospitals shall be liable to 


ssi 













En Fe 
















HOSPITAL MANAGEMENT 







nae Tt o> wilson Te 4) Ee. el.. iene -aatn 2 


— 


ere OD <A 








y: 
r 
ts 


respond in damages to such benefi- 
ciaries to an amount not exceeding 
$10,000, together with interest and 
costs of suit, as the result of any one 
accident. This means, of course, that 
hospitals have no immunity whatso- 
ever with respect to strangers, inde- 
pendent contractors and other non- 
beneficiaries and that the immunity 
for patients and beneficiaries ex- 
tends only to damages in excess of 
$10,000. The third change was to 
provide that the law would expire 
on June 29, 1959, after which date 
the hospitals would not have the 
protection of the $10,000 limit and 
the other nonprofit organizations, 
including churches and _= schools, 
would have no immunity. Thus the 
substitute was a far cry from the 
original! 

The chairman of the Committee 
stated in a press interview that the 
Committee substitute was “stopgap” 
legislation, designed to “protect” 
hospitals until “permanent” legisla- 
tion could be drawn. Public hear- 
ings are to be held to assist the 
Committee in drafting such a bill. 
I have heard no proposal or sugges- 
tion as to how the “stopgap” law 
should be amended or changed. The 
chairman has advanced none, at 
least in public. Some hospitals think 
it was a device to take the Com- 
mittee members off the spot and 
that when the legislature meets next 
year, nothing will be done to con- 
tinue the law. 

The value of the present law, of 
course, is that money damages 
awarded by a jury cannot exceed 
$10,000. While such a provision in 
“permanent” legislation would al- 
ways be subject to change by legis- 
lative action, it does offer a basis for 
determining a reasonably modest 
premium rate. Some insurance men 
are concerned about the possibility 
that the limitation will be an invita- 
tion to settle all cases at, or near, 
the $10,000 mark, with less regard 
for the actual facts of negligence 
than might otherwise be the case. 
Time will tell. 

It is interesting to speculate 
whether or not the legislature in 
1955 would have been more inclined 
to pass the then proposed bill before 
the Supreme Court withdrew the 
immunity, than the 1958 legislature 
was inclined to pass after the court 
had acted. 8 
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and meaningful budget is to be pre- 
pared for future operation. One fac- 
tor which may exert the greatest 
influence is that of local popula- 
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tion trend. The consideration of 
population trend is not limited to 
consideration of increases because 
of the birth rate but also the trend 
of population movement in and out 
of the area served by the hospital. 
It is obvious that if a new manufac- 
turing plant which expected to em- 
ploy thousands of people by the end 
of the next year were opened in 
the area served by the hospital that 
there would be some resulting ef- 
fect upon the hospital. It is the obli- 
gation of the hospital’s budget di- 
rector to analyze the situation and 
interpret the effect upon the de- 
mand for services of the hospital 


and, to the extent possible, give ef- 
fect to the additional costs and 
revenues expected. Another factor 
is the impact felt because of the 
growing number of people included 
in hospital care prepayment plans. 
Consideration must be given to the 
effect on financial planning of a 
possible longer stay by patients, a 
change in the kind of service de- 
manded, and the effect on collec- 
tions which may change the rate 
of cash in-flow and perhaps reduce 
uncollectible accounts. In individual 
instances there may be numerous 
other factors which must be con- 
sidered. a 
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® FATHER HECTOR L. BERTRAND is a Roman Catholic 
priest, member of the Society of Jesus. Currently, he 
has been assigned by his superiors to the work of or- 
ganizing the Catholic hospitals of French speaking 
Canada, most of which are located in the Province of 
Quebec. He is secretary of the Comité des Hopitaux 
du Quebec. Born in the mining country of Northern 
Ontario Father Bertrand received his college education 
at Sudbury, Ontario. Subsequently he became a mem- 
ber of the Jesuit order and was ordained priest in 1939. 

During the second World War he was assigned by 
his superiors to the Armed Forces and was immediate- 
ly appointed chaplain to the Canadian Parachute Corps 
where he fitted in handily with this group of elite of the 
Canadian Army. He was well trained for this role. Al- 
though light he was physically strong. In his youth he 
was a star performer with the Sudbury Wolves ice 
hockey club and although he was offered several lucra- 
tive professional contracts, he chose to dedicate his 
life to his God. He was promoted to the rank of major 
in the Canadian Army and subsequently became com- 
mandant of chaplains in one of the military districts of 
Canada. 

His present assignment dates back to 1945 when he 
was discharged from the Canadian Army to become 
president of the Catholic Hospital Council of Canada 
comprising both English and French speaking hospitals 
a position which he held until 1952. Realizing the tre- 
mendous need of the French speaking hospitals for 
modernization, he concentrated his efforts upon these 
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‘HM’ Salutes 


Father Hector L. Bertrand 


Secretary, Comite’ des Hopitaux du Quebec 
Province of Quebec, Canada 


and in 1947 founded the Comité des Hopitaux du 
Quebec. The purpose of this organization was simply 
to raise the standards of quality of patient care in the 
French speaking hospitals of Canada. Father Hector 
first set about improving the quality of personnel for 
these hospitals. Although willingness to learn was 
plentiful, there was no school for French speaking 
personnel either in the paramedical or administrative 
professions. Father Hector organized one. He estab- 
lished courses in hospital administration, medical rec- 
ord library science, laundry management, personnel 
organization, operating rooms, and in almost every con- 
ceivable aspect of hospital operation. Where French 
speaking professors were not available, Father Hector 
imported English speaking authorities and translated 
their lectures into French. By 1957 nearly 1,000 stu- 
dents had taken his courses. The quality of patient 
care in French speaking hospitals has been tremendous- 
ly improved, even in the opinion of the medical pro- 
fession with whom Father Hector has had more than 
one difference of opinion. 

The Comité des Hospitaux du Quebec actually num- 
bers 129 hospitals comprising 96 percent of the Catho- 
lic Hospitals in Quebec, 100 percent of the Catholic 
hospitals in New Brunswick and a large number of 
French speaking hospitals in Ontario. 

Father Bertrand translated or caused to be trans- 
lated many important textbooks, articles and teaching 
materials published in English. Examples are the 
Standards of the Joint Commission on Accreditation 
of Hospitals, Model Medical Staff Bylaws and other 
standard documents in the field. Realizing the need to 
establish a medium of communication he founded the 
first and only French language hospital magazine in 
America, L’Hopital D’ Aujourdhui. This journal is now 
widely read and has an international reputation for its 
timely editorial content. 

Annually, Father Bertrand’s Comité holds a French 
language Congress for hospital administrators and per- 
sonnel. The regular attendance of about 5,000 persons 
makes this meeting one of the largest in North Ameri- 
ca. As many as 3,500 persons turn out for a single ses- 
sion of the meeting, a record unequaled by any other 
convention. This is a tribute to the program that Father 
Hector offers to his constituent membership. 

Father Bertrand is a member of every important 
hospital association in the world in addition to holding 
membership in public health, management and para- 
medical associations. 

He has contributed extraordinarily to the elevation 
of scientific and professional standards of the hospitals 
of Canada and to the patients whom they serve. 

HOSPITAL MANAGEMENT humbly acknowledges with 
this salute the dedication of this great priest to - 
service of God and his fellow man. 
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in Larger Hospitals? 
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by Milton I. Roemer, M.D. 


Director of Research 
Sloan Institute of Hospital Administration 
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Graduate School of Business and Public Administration 


Cornell University 


™ THE STANDARDS developed in hos- 
pitals for performance of surgical 
operations have improved steadily 
for over a century. In large hos- 
pitals standards of personnel, equip- 
ment, and practices are widely as- 
sumed to be more exacting than in 
small hospitals, especially those in 
rural areas. Surgical results of a 
given operative procedure ought to 
be better in the large, well-de- 
veloped institution than in the small, 
modest one. To test this hypothesis 
and derive proof is not an easy mat- 
ter. 

It is commonplace to find higher 
rates of death, for example, in large 
hospitals than in small ones. The 
reason may be not that they give 
poorer care but that they admit a 
higher proportion of difficult 
cases in the first place. Medi- 
cal audits may show a_ higher 
rate of cesarian sections (in- 


For assistance in the compilation of the 
statistical data on which this report is based, 
grateful acknowledgment is made to Glyn 
W. Myers, Dr. Murray S. Acker, and George 
Sotiroff, all formerly of the Saskatchewan 
Department of Public Health. 


JANUARY, 1959 


dex of possible obstetrical abuse if 
beyond a certain level) in large 
hospitals than in small ones. Again, 
the explanation may be found in the 
selection of complicated obstetrical 
cases coming to the larger institu- 
tions. 

If hospital standards for surgery 
and anesthesia are to be justified, 
they should be supported by objec- 
tive data—not simply in terms of 
the opinion of experts, but by sta- 
tistics on what happens to patients. 
Can we really prove that surgery 
of a given type is safer in the large 
hospital with all its elaborate equip- 
ment and personnel than in the 
small and often inadequate one? If 
not, our recommended standards 
may not be warranted. 

In Saskatchewan, where a pro- 
gram of universal hospital insurance 
has been operating since 1947, data 
are available on the outcome of all 
surgical operations performed on a 
population of close to 900,000 per- 
sons. Routinely, a record is sub- 
mitted to the provincial government 
on all hospital admissions, the na- 








ture of any surgical operation per- 
formed, the patient’s age, sex, and 
marital status, his place of resi- 
dence, the hospital, the attending 
physician, and certain other par- 
ticulars. If the patient died in the 
hospital following a surgical opera- 
tion, no matter how many days 
postoperatively, this fact is re- 
corded. While errors may slip into 
these reports, their reliability has 
generally been found to be high. 


Practices in Small Hospitals 


Before reporting the results of 
statistical analyses on this universe 
of surgical cases, it is relevant to 
ask just what conditions are like 
in the 163 general hospitals of 
Saskatchewan. Like everywhere 
else, there are well-recognized dif- 
ferences in the standards applied 
in large as against small institu- 
tions. With the best will in the 
world, it is difficult and even im- 
possible for certain desirable prac- 
tices to be carried out in an iso- 
lated rural hospital of 15 or 20 beds. 
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Table 1. Appendeectomies: Cases, postoperative deaths, case-fatality 
rates, and related facts in all hospitals, by size of hospital; 
Saskatchewan 1950-1953. 


Bed Capacity of Hospital 
Characteristic 100 bedsand 25-99beds Under 25 beds 
over 

Number performed 8,017 5,350 6,451 
Average length of stay 

(in days) 108 
Post-operative deaths 18 
Case-fatality rate 

(per 100) 0.22 


Average age of deaths 
(years) i: 1953 54.2 


Average ays post-op. 
that death occurred 10 














Table 2. Herniotomies: Cases, postoperative deaths, case-fatality rates, 
and related facts in all hospitals, by size of hospital; Saskatchewan 
1950-1953. 

Bed Capacity of Hospital 


Characteristic 100 bedsand 25-99beds Under 25 beds 
= over 











Number performed 3,862 2,125 1,401 


Average length of stay 
(in days) 15.3 13.1 13.2 


Post-operative deaths 25* 11 6 
Case-fatality rate 
(per 100) 0.6 0.5 0.4 


Average age of deaths 
(years) in 1953 58.7* 53.4 72+ 


Average days post-op. 
that death occurred 6.7 12.4 6 





*Omits one 83-year-old patient dying 8 months postoperatively. 
+One case only in 1953. 


Table 3. Cholecystectomies: Cases, postoperative deaths, case-fatality 
rates, and related facts in all hospitals, by size of hospital; Saskatche- 
wan 1950-1953. 


Bed Capacity of Hospital 








Chartcterintic 100 beds and 25-90 beds Under 25 beds 
over 





Number performed 2,988 1,052 
Average length of stay 
(in days) 
Post-operative der’ ™.s 
Case-fatality rate 
_(per 100) 
Average age of deaths 
(years) in 1958 


Average days post-op. 
that death occurred 





tOne case only in 1953. 


In 1955, a study was made to de- 
termine precise facts on surgical 
and anaesthetic practices in hos- 
pitals with a capacity of under 25 
beds (there were 101 such facili- 
ties). For the four-month period 
January-April, a record was ob- 
tained on the physicians in at- 
tendance and the type of anaesthetic 
used in connection with the 20 most 
frequent types of surgical opera- 
tion.’ Provincial hospital regula- 
tions and widespread medical con- 
sensus support the requirement 
that at any major surgical opera- 
tion there should be at least two 
physicians at the operative table, 
a surgeon and a surgical assistant. 
In addition, if general inhalation 
anesthesia is used, a third physi- 
cian should be present as anesthe- 
tist. 

In fact, highly unsatisfactory con- 
ditions were found to prevail for 
the performance of certain major 
surgical operations in small hos- 
pitals. With general inhalation anes- 
thesia used, when three physicians 
should theoretically be in attend- 
ance in the operating room, this 
standard was actually met for hys- 
terectomies in 45.5 percent of the 
cases; for cholecystectomies in 25.0 
percent; for herniotomiés in 23.0 
percent, and for appendectomies in 
only 15.2 percent of the cases. 

In the majority of cases these ma- 
jor surgical procedures were per- 
formed with someone other than a 
licensed physician (presumably a 
nurse) serving either as surgical 
assistant, as anesthetist, or in both 
these capacities. While direct proof 
is lacking, this particular feature 
probably correlates in most cases 
with other aspects of operating room 
practice, such as hygienic routines, 
availability of oxygen or blood, and 
counting of sponges. Such are the 
realities and handicaps of rural hos- 
pital care in Saskatchewan (and 
doubtless elsewhere if the matter 
were studied). 

Are these conditions in small hos- 
pitals associated with poorer results 
for patients than in large city hos- 
pitals where surgical operations are 
known to be almost invariably at- 
tended by at least three physicians 
—not to mention other related pro- 
cedures? Many country doctors in- 
sist that it makes no difference. 
They maintain that their results 
are as good as anyone’s. 


Postoperative Deaths 


There are many criteria by which 


*Saskatchewan Department of Public Health, 
"Study of Surgical Services in Small Hos- 
pitals", processed, Regina, 1955. 
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the safety and effectiveness of a 
surgical procedure might be judged. 
Postoperative infection rates are 
one. An examination of the patient 
months or years after the operation 
to determine if his illness has been 
cured is another. But these meth- 
ods are not easy to apply. Records 
on infections may be unreliable and 
examination of patients years later 
are hard to make and difficult to 
compare statistically. 

Postoperative deaths in a hospital, 
on the other hand, are clear-cut 
occurrences. It is true that even 
these events may be subject to vary- 
ing interpretations—such as wheth- 
er the death was actually due to 
the surgery or to some other coinci- 
dent cause, or the problem of a 
jeath occurring soon after the pa- 
tient leaves the hospital. Moreover, 
a surgical operation obviously in- 
volves performance by both a sur- 
geon and a hospital. By and large, 
however, postoperative deaths in 
the hospital are well-defined events 
that can be counted, compared, and 
analyzed. If account is taken of the 
characteristics of the patient, sure- 
ly it is one acceptable index of the 
adequacy of patient care, including- 
in this concept both hospital and 
medical staff organization. 

Data are available on postopera- 
tive deaths for five important types 
of surgical operations performed 
anywhere in Saskatchewan over the 
four-year period 1950-1953. These 
are all appendectomies, herniot- 
omies, cholecystectomies, pros- 
tatectomies (both transurethral and 
suprapubic), and hysterectomies— 
constituting the five most frequent 
major operations. 

Data are also available on the 
size of the hospital in which the 
operation was performed and the 
average length of stay of all such 
surgical cases in these hospitals. 
For the patients who died in the 
year 1953, data have also been se- 
cured (from death certificates) on 
age at death and the number of 
days postoperatively that the death 
occurred. These data are based not 
on a sample (in which distortions 
might be possible) but on the uni- 
verse of all such operations per- 
formed in any hospital during this 
period. 

The experience on appendec- 
tomies performed in three size- 
groups of hospital (table 1) indi- 
cates case-fatality rate for this op- 
eration is low—only about two 
deaths per 1,000 operations—and 
almost an identical rate applied in 
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Table 4. Prostatectomies (transurethral and suprapubic): Cases, post- 
operative deaths, case-fatality rates, and related facts in all hospitals, 
by size of hospital; Saskatchewan 1950-1953. 


Bed Capacity of Hospital 


100 beds and 25-99beds Under 25 beds 
over 


Number performed 2,760 
Average length of stay 

(in days) 40.7 
Post-operative deaths 105* 
Case-fatality rate 

(per 100) 3.8 
Average age of deaths 

(years) in 1953 74.1* 73t 
Average days post-op. 
that death occurred 19.9 7 


*Omits one patient of 80 years dying 5 months post-operatively. 
+One case only in 1953. 








Characteristic 








Table 5. Hysterectomies: Cases, post-operative deaths, case-fatality 
rates, and related facts in all hospitals, by size of hospital; Saskatche- 
wan 1950-1953. 


Bed Capacity of Hospital 


100 bedsand 25-99beds Under 25 beds 
over 


Number performed 2,138 
Average length of stay 
(in days) 20.3 
Post-operative deaths 
Case-fatality rate 
(per 100) 
Average age of deaths 
(years) in 1953 
Average days post-op. 
that death occurred 


+One case only in 1953. 
TNo cases in 1953. 
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Table 6. Regionalization Tendency: Distribution of general hospital 
beds and of specified surgical operations performed in different-sized 
hospitals, Saskatchewan 1950-1953. 

Average case- 


dis fatali ere 
Percentage dis- a’ rate 

‘thaahin ae (per 100) 100andover 25-99 
General hospital beds - | 52.0 24.6 23.4 
Appendectomies 0.2: 40.5 27.0 32.5 
Herniotomies 0.6 52.3 28.8 18.9 
Hysterectomies 0.6 72.3 19.1 8.6 
Chelecystectomies 1.5 66.7 23.5 9.8 
Prostatectomies 4.1 95.5 2.7 18 
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Hospitals are faced with a number of acute 






problems in their community-wide public respon- 
sibilities. They have become the logical centers 


upon which to base organization and training of 







the large number of professional and lay people 
that will be required to handle natural and en- 
emy-caused disasters. They are also expected to 


Chairman 


have a minimum number of empty beds available 
at all times for potential natural disasters, and 
yet hospitals in many cities are so crowded today 
that they find it almost impossible at times to 
take care of the emergencies that occur in so- 


called average normal operations. 


In the June 1957 issue (page 56) of HOSPITAL 
MANAGEMENT in an article entitled, ‘‘Proposal to 
Create a Deputy Director of Hospital Civil Defense 
for all Community Hospitals’’, the first of these 
problems, that of organization for disasters, was 
discussed. The present article discusses practical 


solutions for the actual training and the hospital 
bed reservoir responsibilities mentioned. 





he Basic Training Unit and 
ospital Bed Reservoir 


by Edgar M. Dunstan, M.D. 


Medical Civilian Preparedness Committee 
Medical Association of Georgia 


The Civil Defense Emergency Hospital 
FOR DISASTERS 


Proposed Plan 


® 1. every hospital council should 
acquire a 200-bed civil defense 
emergency hospital and set it up 
adequately as a training center in 
permanent or temporary buildings 
on the grounds of one of the mem- 
ber hospitals, conveniently located 
for this purpose. 

2. This training center would be 
operated by an executive committee 
of the deputy directors of hospital 
civil defense of the various partici- 
pating hospitals and would serve as 
a properly equipped center for com- 
munity-wide disaster medical train- 
ing activities. Schedules would be 
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worked out so that the different 
hospitals could train as units. Suit- 
able classroom and on-the-job 
training would be provided for all 
types of personnel needed, along 
with provision for joint practice run 
operations in which the civil defense 
emergency hospital would be dis- 
mantled, moved, and set up again in 
hypothetical disaster areas. 

3. To facilitate liaison, office space 
could be provided for the medical 
disaster headquarters section of the 
American Red Cross, which has 
leadership responsibilities in natural 
disasters. Red Cross would be en- 
couraged to conduct many of their 
training activities in this center, 


particularly their first aid instructo1 
training, home nursing and nurses’ 
aide training activities. Their pres- 
ence here would also aid in the 
housekeeping problems, and their 
well-known good record system will 
be of great aid in keeping up with 
the individuals who have been 
trained. 

4. The Public Health Department, 
to which has been delegated the 
over-all responsibility for civil de- 
fense health and medical services, 
could well be invited to establish 
some regular public health facility 
at this center and thus further con- 
tribute to better liaison and facil- 
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itate the housekeeping and property 
accountability problems. 

5. Where reserve hospital units 
are stationed, these could be as- 
signed a regular night for their 
weekly training sessions, thus con- 
tributing to economy and making 
available the valuable know-how of 
this personnel, particularly in prac- 
tice run operations. The objectives 
of the civilian and the military units 
are similar and, since the present 
assumption is that several weeks 
will elapse before most military 
anits will be moved in case of war, 
these units can be expected to be 
available to assist local communities 
at a time when they will be most 
needed. 


Discussion of Plan 


Civil Defense Preparedness. The 
Federal Civil Defense Administra- 
tion has asked the American Medi- 
cal Association to undertake the 
tremendous task of developing the 
over-all medical plan for the care 
of potential mass casualties. The 
appropriate committees are now be- 
ing organized and the work is being 
apportioned. When this is com- 
pleted, the training of professional 
personnel will be accelerated and an 
increasing number of _ instructors 
will be available. 

Some 45 medical schools are at 
present cooperating with the De- 
fense Department in the Medical 
Education for National Defense 
(MEND) program. A number of 
dental schools have established 
courses in Disaster Training for 
Catastrophic Injuries and Diseases 
as an integral part of their curric- 
ula. Many nursing and other allied 
professional schools are incorporat- 
ing disaster training in their regular 
curricula. Colleges and high schools 
in increasing numbers are doing 
likewise. 

Difficult as is the professional 
training program for disasters, it is 
universally agreed that the problem 
of training the vast number of lay 
personnel that will be required is by 
far the most difficult. The limited 
professional personnel available 
cannot function properly without 
great numbers of trained lay per- 
sonnel. 

Disaster Training. Hospitals are 
the logical centers for the training 
of disaster personnel.* Special or- 
ganization is required to handle this 
gigantic problem. There is a vital 





*Proposal to Create a Deputy Director of 
Hospital Civil Defense. HOSPITAL MAN- 
AGEMENT 83:56 (June) 1957. 
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place for Parent-Teacher Associa- 
tions in the recruitment and opera- 
tions of such a program. 


Civil Defense Emergency Hospital 
Meets Needs 


Availability. Civil defense emer- 
gency hospitals are being made 
available in increasing numbers for 
storing in strategic areas around 
target cities. Personnel of existing 
hospitals, of course, should be 
trained to operate these stored 
units. Units are also being made 
available for training under certain 
conditions. 

Properly Tested. These hospitals 
are based on the mobile army sur- 
gical hospitals which did yeoman 
service in the Korean campaign. 
They have been enlarged to 200-bed 
capacity and made to operate as 
general hospitals. They have been 
greatly improved by practice runs 
under the supervision of highly 
trained Army personnel. 

Tangible. Much of the lack of 
public enthusiasm for disaster train- 
ing can be blamed on the failure of 
civil defense leaders to have con- 
crete plans that can be readily un- 
derstood. The fully deployed civil 
defense emergency hospital, in a 
building on the grounds of a suit- 
able community hospital, is a tang- 
ible center around which the health 
phases of the training program can 
be built. The old Chinese proverb, 
“One picture is equal to 1,000 
words”, has application here. What 
a good public relations expert can 
do to stimulate participation with 
this concrete setup is difficult to vis- 
ualize by those unfamiliar with 
these techniques. All hospitals and 
other agencies responsible for this 
program can be brought together 
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Nobody told me it was a 
practice drill! 


in this center, better liaison can be 
established, and scattered efforts 
can be coordinated more effectively. 

Economical. One combined center, 
with coordinating daytime staffs, 
with nights assigned to each exist- 
ing hospital and reserve hospital 
units, will utilize the civil defense 
emergency hospital to a fuller de- 
gree, and facilitate the housekeeping 
and property accountability prob- 
lems. Instruction in some critical 
specialties where there is shortage 
of teaching personnel can be com- 
bined more easily. 

The visual aids available in the 
adjacent hospital for teaching of 
student nurses, technicians, nurses’ 
aides, and orderlies can be utilized 
in this combined center, until it can 
assemble its own teaching aids. 
Definite curricula can be outlined 
with certificates given in appropri- 
ate graduating ceremonies, and the 
public at large could be kept in- 
formed of what this training quali- 
fies the graduate to perform. 

In many communities it has not 
been found practical to have these 
part-time students trained in exist- 
ing hospitals because it slows down 
normal operations. Laboratory, x- 
rays, and other procedures per- 
formed by the regular hospital 
staffs, however, can be used as 
checks on procedures done in the 
training center. 

Central records of all personnel 
trained can be kept up-to-date at 
all times, so that they can be avail- 
able for immediate utilization if 
needed. Central record keeping 
should eliminate much overhead 
expense. 

It is uneconomical to keep valu- 
able empty beds for possible dis- 
asters, and yet this is a service that 
the public has a right to expect. At 
present many hospitals cannot even 
take care of some of the emergen- 
cies that occur in so-called normal 
operations. Most hospitals rely on 
the known fact that they can prob- 
ably send home about 75 percent 
of the patients occupying beds in a 
given day. This, however, takes time 
and, in a disaster, beds and treat- 
ment must be made available im- 
mediately. The fully deployed civil 
defense emergency hospital can fill 
the need in this crucial interim. 

The trained personnel can move 
the hospital promptly wherever 
needed. If more hospital beds are 
needed, the reserve pool of trained 
personnel could undoubtedly get 
permission, through proper chan- 
nels, to use one or more of the pack- 
aged hospital units now being stored 
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Hospital Care — 1965 


by Karl S. Klicka, M.D. 


Director 


Presbyterian-St. Luke's Hospital 


Chicago, Illinois 


Part I 


® THE PATIENT who enters a hos- 
pital in 1965 will find that being ad- 
mitted as a patient is a simpler 
procedure than it was for him way 
back in the days of 1958. He will 
be directed to the admitting clerk 
who will look at his identification 
card which will indicate that he 4s 
not only a member of Blue Cross, 
or has prepayment insurance cov- 
erage, but that ali of the personal 
information, customarily obtained 
from patients at the time of admis- 
sion, was now on file in a central 
office obtainable by a telephone call 
from the admitting officer. A copy 
may be already on file because the 
patient may have made advanced 
arrangements for admission so that 
the identifying information had 
been sent to the hospital prior to 
the patient’s actual admission. 

The patient will be escorted to 
his private room which will provide 
the comforts that he has become 
accustomed to in a hotel. The room 
will be small but large enough for 
him to receive treatment as a pa- 
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tient. New construction in hospitals 
in 1965 now provide a _ sufficient 
number of private accommodations 
around a central nursing station to 
make such a nursing station effi- 
cient and workable. This has been 
made possible primarily because of 
two current widespread practices, 
airconditioning, and intercommuni- 
cation systems between the nurses’ 
desk and the patient’s room. 


Private Accommodations 


In previous years hospitals found 
it necessary to construct many two- 
bed rooms in an effort to concen- 
trate the number of patients into 
what would be considered an ideal 
nursing area reasonably close to the 
nursing station. This unfortunately 
created a rather incongruous situa- 
tion wherein the American public, 
who have always been accustomed 
to privacy in their homes and hotels, 
were expected to share a room with 
a stranger during a period of illness. 
Even so, this was an improvement 
over the earliest hospitals when it 
was common to operate large open 





wards where patients were always 
under the direct surveillance of the 
nurse at the nursing station. Only 
cotton screens separated a patient 
from ten or 20 roommates. The big 
step forward from this was the con- 
struction of the four-bed and the 
two-bed room and during the 1950’s 
many of these were built. People 
will recall that this became known 
as the basic hospital accomoda- 
tion and Blue Cross, as well as in- 
surance companies, developed their 
programs around these accomo- 
dations. Blue Cross plans even went 
so far as to provide complete serv- 
ices for patients when they were 
admitted to two or four-bed rooms 
but gave only a comparatively small 
amount of money as a credit toward 
a private room if patients requested 
private accomodation. Gradually, 
patient criticism of this discrimina- 
tory practice brought about a 
change. By 1955 it was customary 
for patients to receive credit to- 
wards a private room which was 
equivalent to the average charge 
for a semi-private room in the hos- 
pital in which they were admitted. 

The new room that the patient 
finds himself in is relatively small, 
being approximately 10 by 9 in its 
open area. The washstand is with- 
in easy reach of the patient and 
more accessible to the doctors and 
nursing personnel. Toilet and show- 
er facilities adjoin. There is a mini- 
mum of furniture in the room. Most 
of it has been built into the walls. 
The bed is completely mechanized. 
With one control the patient is able 
to raise his bed upwards or down- 
wards or to adjust the back rest 
or the foot rest according to his 
desires. The patient is instructed 
in the use of this bed, and is ac- 
quainted with the other features 
in the room. The audio nurse’s call 
will be explained to him. A house 
music system brings music to him 
through a pillow speaker. He will 
be given a control for a television 
set mounted on a shelf on the wall 
opposite the bed with the sound 
coming to him through the pillow 
speaker. If his illness requires, he 
will have the facilities that were 
available back in the 1950’s, such as 
piped oxygen and possibly wall 
suction. Oxygen tents will be com- 
pact and will fit as a flat package 
underneath the bed so as not to 
take up any floor space in the pa- 
tient’s room. 

This will be a. typical hospital 
room. It will not be a luxury ac- 
comodation as private rooms were 
regarded in the 1950’s. The dignity 
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by Charles U. Letourneau, M.D. 


Father Hector’s Remarkable Institution 


(See also page 32) 

® THERE IS IN MONTREAL, CANADA, a unique educational 
institution which celebrated its tenth anniversary last 
year. This is the school of hospital administration spon- 
sored by the Comité des Hopitaux du Quebec which 
in the scholastic year 1956-1957 offered 750 clock hours 
of specialized education to 992 students composed most- 
‘y of Catholic nuns but also including nearly 100 lay- 
nen and physicians. 

By university standards in the United States such a 
‘eat might be considered ordinary were it not for the 
environment and the circumstances in which it was 
accomplished. Disinterested observers doubt that it 
‘ould have been done by anyone else but Father Hec- 
or Bertrand, a Roman Catholic priest of the Society 
of Jesus who was assigned by his superiors to the task 
ff reorganizing the French language hospitals of Can- 
ada at the end of World War II. 

With no previous knowledge of the hospital field, 
and no modern textbooks in the French language 
Father Hector faced the heroic task, first of educating 
himself and second of educating the religious sisters 
who were operating hospitals in Quebec province and 
other French speaking communities. 

His first step was to consult the man who knew more 
than any man alive about administering hospitals, the 
beloved Doctor Malcolm T. MacEachern who was, at 
that time, director of the hospital approval program of 
the American College of Surgeons. Father Hector and 
Docter Mac quickly agreed that there was much to be 
done to bring the French language hospitals of Canada 
up to date with the most recent medical, scientific and 
administrative developments that affected hospitals all 
over the world. 

Father Hector’s first problem was to locate faculty 
to teach his students. Not a single French language pro- 
fessor in the field of hospital administration was avail- 
able, although there were some excellent teachers in 
the fields of nursing, accounting, pharmacy, moral 
problems, and public relations who were quickly se- 
cured. This lack of faculty might have daunted lesser 
men but not this Jesuit priest. Gaps in French speaking 
faculty were filled by imported English speaking 
authorities. Father Hector personally translated their 
presentations into French. 

His faculty has consisted of such outstanding person- 
ages as Doctor Mac himself, the late Graham Davis, 
of the W. K. Kellogg Foundation, Edna K. Huffman, 
international authority on medical records, Raymond 
Sloan, author of a book on hospital trusteeship, Dean 
Conley, director of the American College of Hospital 
Administrators, Doctor Edwin L. Crosby, director of 
the American Hospital Association, and some outstand- 
ing English speaking Canadian administrators like 
Doctors Leonard Bradley, Arnold Swanson, Angus Mc- 
Gugan and Douglas Piercey. 

The school began in 1948 when it offered 180 hours 
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Father Hector awards the decoration of the Comite 
des Hopitaux du Quebec to Dr. MacEachern in 1952. 


Early faculty of the school, 1951 


L to r: The late Dr. Malcolm T. MacEachern; Dr. Roger 

Dufresne, vice dean of medicine, University of Mon- 

treal; the late Graham Davis, director of the W. K. 

Kellogg Foundation; Father Hector L. Bertrand, s.}.; 
Dr. Leonard Bradley. 
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Panel discussion, 1953 


L to r: Dr. George Cousineau; Father Yvan d’Orsonnens, s.j.; Mr. Henri 
George Gonthier, economist; Father Hector L. Bertrand, s.j.; Raymond P. 
Sloan, eminent author; Monsignor Victorin Germain p.d. 


School of Hospital Administra- 
tion Comite des Hopitaux du 
Quebec, class of 1956 


Front row, | to r: Sr Saint Laurent, s.s.c.m.; Sr Ste Agathe de Jesus, 0.s.a.; 
Father Hector L. Bertrand, s.j., director; Sr Helene de St. Joseph, f.c.s.c.j.; 
Sr Joseph Emile, s.g.c. 


Back row, | to r: Brother Victor Morin, o.s.j.d., Sr Marie Joseph Adolphe, 

s.c.i.m., Sr Marie Eugene, s.e.; Prof. Roland Levert, assistant director; Miss 

C. Vincent, school secretary, Sr Marthe Violette, r.h.s.j., Sr Marie du Pre- 
cieux Sang, o.s.a.; Sr Marie de la Garde, s.e. 


School of Hospital Administra- 
tion Comite des Hopitaux du 
Quebec, class of 1958 


Front Row, | to r: Sr Laura de Jesus, f.c.s.p.; Prof. Roland Levert, assistant 
director; Father Hector L. Bertrand. s.j., director; Wilbrod Cormier, M.D.; 
Sr Sevigny, r.}.s.j. 


Back row, | to r: M. Antoine Pelissier, Haiti; Sr Marie de Fatima, s.f.a.; Sr 

Colette Francoise, f.c.s.p.; Miss Madeleine Carle, editor of the magazine 

VHopital d’aujourd’hui; Sr Blandine, f.c.s.p.; Sr Irma de Jesus, f.c.s.c.}.; 
M. Michel Prevost, Haiti. 
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L to r: Dr. George Graham; Dr. Charles U. Letourneau; Dr. A. C. Mc- 
Gugan; Father Hector L. Bertrand, s.j.; Mother Sainte Darie, s.c.q.; the late 
Dr. Malcolm T. MacEachern; Mother Paul du Sacre Coeur, f.c.s.p.; Mr. An- 
drew Pattulo, director of the division of hospitals of W. K. Kellogg Foun- 


of schooling to representatives of French language hos- 
pitals. Lacking finances to provide a full-time expen- 
sive faculty over a sustained period of time, Father 
Hector organized his courses after the style of insti- 
tutes and workshops. Education was concentrated into 
periods of time ranging from one week to six weeks on 
various subjects. 

Today the subjects covered include medical records, 
nursing education, dietary administration, housekeep- 
ing, laundry, general hospital administration, person- 
nel management, purchasing, professional relations and 
inservice training, in addition to the original subjects 
offered in 1948. 

The school is not affiliated with any college or uni- 
versity but its curriculum compares favorably with 
established schools of hospital administration in the 
United States and Canada. Although it grants no col- 
lege degrees in recognition of the courses completed, 
graduates of this school have distinguished themselves 
by their performance in administrative situations and 
many now hold positions of important responsibility. 

Father Hector Bertrand is director of the school. The 
assistant director is Mr. Roland Levert, M.S.H.A., a 
graduate of the program in hospital administration of 
Columbia University in New York. The curriculum 
was patterned after the programs at Columbia, North- 
western and Toronto universities. As a result of Father 
Bertrand’s efforts, the standards of French speaking 
hospitals in Canada have improved to such an extent 
that nearly all of them have been accredited by the 
Joint Commission on Accreditation of Hospitals, a rec- 
ord that can scarcely be surpassed on this continent 
or anywhere in the world. The Catholic church, the 
Society of Jesus, the Catholic religious orders, the gen- 
eral public and, above all, the hospitalized patients in 
the French speaking hospitals in Canada have much 
reason to be proud of and grateful to Father Hector 
for his remarkable achievement. May God preserve 
him and continue to inspire him in his work. a 
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dation; Prof. Roland Levert. 


School of Hospital Administration, Comite des 
Hopitaux du Quebec, Class of 1957 


Front row, | to r: Sr Marie Angele du Saint Sacrament, 
f.d.l.s.; Prof. Roland Levert, assistant director; Father 
Hector L. Bertrand, s.j., director; Sr Louise de lAs- 
somption, f.c.s.p. 
Back row, | to r: Sr Rene de Saint Pierre, f.c.s.c.j.; Sr 
Philomene de la croix, f.c.s.p.; Sr Yves Marie, s.s.p. 
d.c.; Sr Marie Telesphore, f.c.s.p.; Sr Saint Louis, 
f.c.s.c.). 


L to r: Dr. Edwin L. Crosby, director American Hos- 
pital Association; Father Hector L. Bertrand, s.j., direc- 
tor; Dr. Arnold Swanson; Dean Conley, secretary of 
the American College of Hospital Administrators; Dr. 
R. Boutin; Prof. Roland Levert, assistant director. 

















Victim of crash being unloaded from helicopter at Mercy Hospital in Miami 


Heliports for Hospitals 


by Viva Marie Leflar M.S.H.A. 


® A DC-7C airliner with 24 per- 
sons aboard plunged into a swamp 
in the Everglades three miles north- 
west of Miami International Airport 
shortly after midnight on March 25. 
Nine were killed. Several of the 15 
injured in the crash were hos- 
pitalized. 

Coast Guard helicopters went to 
the rescue and demonstrated how 
versatile and valuable the “whirl- 
eys’” can be in a disaster situation. 
They hovered over the wreckage 
scattered about the swamp in a 
half-mile circle, their landing lights 
providing the best possible illumi- 
nation in the search for bodies. 

Ambulances arrived on the scene, 
too, and delivered eight of the in- 


Miss Leflar is administrative assistant, 
Charles S$. Wilson Memorial Hospital, John- 
son City, New York. 
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jured to Jackson Memorial Hos- 
pital. The remaining seven injured 
were delivered quickly and effi- 
ciently by helicopter to within 100 
feet of the emergency room of 
Mercy Hospital in Miami. 

Landing areas were available for 
the helicopters at both of the hos- 
pitals, in large parking lots which 
were relatively free of automobiles 
after midnight. The pilots chose to 
land at Mercy Hospital because it 
was near their home port and they 
were more familiar with the area. 

As a result of the accident, in- 
terest in helicopter landing areas 
at Miami hospitals has been intensi- 
fied. At Mercy Hospital a bull’s-eye 
has been painted near the emergen- 
cy room entrance. Since a new 
emergency department building is 
being planned at Jackson Memorial 


Hospital, an ideal location seemed 
to be the roof of this two-story 
building. Weight-bearing require- 
ments could be met in the new con- 
struction, and an elevator opening 
on the roof would facilitate speedy 
removal of patients to emergency 
treatment areas. 

Consultation with the Civil Aero- 
nautics Administration officials 
proved, however, that this was not 
the ideal location from the point of 
view of the pilots. Contrary to pop- 
ular impression, a helicopter on 
take-off does not as a rule simply 
rise to a certain height and depart. 
After ascending, it is preferable to 
decrease altitude slightly before de- 
parting. This means that nearby tall 
buildings, trees, and air currents 
near the ground must be taken into 
consideration in the choice of a site 
for a permanent landing area. 

C.A.A. and Coast Guard officials 
presented the following recom- 
mendations to increase safety and 
obtain permanent status for a heli- 
port on the hospital grounds: 

1) Development of asphalt land- 
ing target with bull’s-eye. 

2) Enclosure of target area with 
a protective fence. 

3) Installation of red lights on 
adjacent street light standards and 
burying of overhead street light ca- 
ble. 

4) Minor grading and removal of 
small scrub vegetation. 

5) Adjustment of flood lights on 
rooftops of nearby buildings. 

6) Placement of wind sock, signs, 
and yellow striping to delineate the 
area. 

The landing target will be 50 
feet square, bordered by an 18-inch 
wide asphalt strip painted yellow, 
with a_ five-foot circle (asphalt 
painted yellow) in the center. 

The fence surrounding this area 
is to be made of two by four posts 
24 inches up from the ground on 
15-foot centers, extending 75 feet 
north and south (approach and de- 
parture directions) from the bull’s- 
eye center. A frangible chain with 
hand clasps will permit easy re- 
moval, and allow entrance by am- 
bulance. 

Total cost is estimated at $1,- 
650.00, which will include work that 
must be performed in providing red 
lights and burying street light ca- 
bles. The new heliport will con- 
tribute substantially to the speed 
with which an injured patient can 
be brought to an emergency treat- 
ment facility. It will take maximum 
advantage of the service the heli- 
copters have to offer to both the 
patient and the hospital. e 
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Hospital Career For You? 


Do you know that young men and young women are 
needed in positions important to the health 
and welfare of your community? 


Would you like to learn more about 
the many opportunities for 
rewarding careers in 
hospital work? 


and your parents 
Veulione invited to attend the 


Hospital Careers Convention 


Wednesday, October 9, 1957 —}'30 {2 3:39 om 
Glenbard High School 
Activities Room 


Committee on Hospital Careers 
The Woman's Auxiliary of Community Hospital 
Geneva, Illinois 


A Hospital Careers Convention 
has proved highly successful 


A. Hospital Careers 


by Charles M. Smith 


Administrator 
Community Hospital 
Geneva, Illinois 


® IN THE EARLY SPRING of 1957 
when Mrs. James H. Dunbar, presi- 
dent of our Woman’s Auxiliary, ap- 
proached me about launching a 
hospital careers recruitment pro- 
gram, she found me _ somewhat 
hesitant to embark on such a proj- 
ect at that moment. 

Community Hospital in Geneva, 
Illinois, is a 118-bed general hospi- 
tal which offers no teaching curric- 
ulum but feels a heavy obligation to 
promote interest in hospital careers 
as a small share of its responsibility 
to those institutions with education- 
al facilities. At that time, however, 
we were engaged in the final phases 
of complicated new construction and 
alterations to our building and were 
trying to hurry work along to meet 
a June dedication date. Consequent- 
ly, my first reaction was negative in 
the interest of gaining a delay (my 
favorite technique of administrative 
procrastination). But the bombard- 
ment of literature about recruitmen* 
from national and state headquar- 
ters had found its mark, and I wa: 
met by a determination which 
could not deflect. So with the prom- 
ise from the Auxiliary that they 
would carry the program, we se 
about it. Let me say at the outse’ 
that they amply fulfilled thei: 
promise. 


Select a Chairman 


The first objective was a chair- 
man, the importance of this selec- 
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Recruitment Program 


tion cannot be overemphasized. We 
were successful and fortunate in 
enlisting the interest of the wife of 
our local Episcopal clergyman, a 
registered nurse with a household of 
three children and enough energy 
left over to take call as a surgical 
scrub nurse from midnight till dawn 
five nights a week. Mrs. Paul Haw- 
kins embodied the attributes of 
familiarity with the labyrinth of 
hospital traditions, ease in public 
contact, a respect for meticulous de- 
tail and a quiet dynamism providing 
leadership by example. 

At this juncture the administra- 
tor’s role became one of a purely 
consultative nature. It was a golden 
opportunity to thin out our files by 
referring to our new chairman the 
copious guides, memoranda, pam- 
phlets, and sundry other literature 
on recruitment from national and 
state headquarters which had been 
carefully saved. Since then every 
new publication on the subject ad- 
dressed to our auxiliary president 
or me has been relayed to her im- 
mediately and all of it heeded, I 
might add. Thus any credit for our 
program belongs wholly to the 
Auxiliary and its Committee on 
Hospital Careers. 


Develop Committee Structure 


Mrs. Hawkins developed her com- 
mittee structure carefully. Our hos- 
pital serves a broad area in two 
counties and has eight active ‘auxil- 
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L to r: Charles M. Smith, administrator, Community 
Hospital, Geneva, Ill.; Mrs. Paul Hawkins, chairman, 
Hospital Careers Committee; Mrs. A. Milton Sauer, 
president, Woman’s Auxiliary of Community Hospital; 
Mr. R. B. Mades, Kane County Superintendent of 


iary units in Batavia, Geneva, Glen 
Ellyn, Lombard, Warrenville, 
Wayne, West Chicago and Wheaton. 
It was decided that each unit should 
have representation on the commit- 
tee because contact with the various 
schools could best be accomplished 
by local residents of the respective 
communities. 

To determine the scope of the 
problem and the best approach to 
solution, the advice of high school 
vocational guidance counselors and 
the county school superintendents 
was sought and was freely given. 


Secure Interest of School Authorities 


These key people met twice (once 
at dinner) with the committee and 
representatives of the hospital med- 
ical staff, administration and nurs- 
ing department. The most important 
revelation of these meetings was the 
strong interest of school authorities 
in hospital personnel requirements 
and the crying need of guidance 
counselors for specific literature on 
the many job opportunities in the 
hospital and for reliable sources of 
further information when desired 
by a student. The most important 
outcome of the meetings was the 
ready pledge of full co-operation by 
school authorities which was backed 
by helpful suggestions in developing 
the format and unstinting aid in 
execution of the plan. 


Schools. 


Take Story to the Students 


All agreed it would not be enough 
to reach only the student who 
showed some predisposition to a 
career in the hospital field. It was 
felt the real goal should be a broad 
exposure of students to hospital job 
opportunities in an effort to create 
a greater awareness and thus reach 
the potential but undecided student. 
For this reason it was determined to 
“take the mountain to Mahomet” 
by carrying our story to the five 
high schools in our area rather than 
inviting the student to the hospital. 
Some of us had doubtful experience 
with the “canned pitch” at a general 
auditorium assembly and wished 
something livelier which the student 
would absorb more informally. 
From these deliberations, the “Hos- 
pital Careers Convention” was born 
—exhibits to be set up on location 
at the schools for the students to 
visit in free periods. 

Fifteen careers were selected for 
presentation—administration, anes- 
thesia, dietetics, maintenance and 
engineering, medical artists (pho- 
tography and illustration), medical 
librarians and secretaries, medical 
technology, music therapy, nursing 
(registered and practical, female 
and male), occupational therapy, 
pharmacy, physical therapy, social 
service work (psychiatric and med- 
ical), speech and hearing therapy 
and x-ray technology. Medicine was 
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Students learn about hospital careers through exhibits. 


omitted because it is covered by the 
Medical Society. 

The mode of presentation is a 
folding panel exhibit of each career, 
and each exhibit is staffed by a 
qualified specialist in that field. This 
offered difficulties because our small 
hospital does not include all these 
services. For material in way of il- 
lustrations and literature that we 
could not provide ourselves, we 
asked and received help from the 
national headquarters of the pro- 
fessional associations and from 
larger hospitals. The exhibits were 
made by a commercial artist (for a 
fee). You will note from the pic- 
tures that they are in the nature of 
a triptych and fold easily for trans- 
portation and storage. Live demon- 
strations such as blood typing, tak- 
ing blood pressure, use of a muscle 
stimulator and the like excite great- 
er interest in the exhibits. 

Staffing was drawn from many 
sources. To reduce the drain on the 
hospital and insure that the work- 
load would not interfere with a 
scheduled convention, the use of 
hospital personnel was held to a 
minimum, though they covered 
some posts routinely and filled in on 
other occasions. Our auxiliary 
membership supplied registered 
professionals in dietetics, pharmacy, 


medical technology, nursing, occu- 
pational therapy and physical ther- 
apy. A school system furnished the 
speech and hearing therapist, a 
nearby state institution the psy- 
chiatric social worker, and a neigh- 
boring hospital a student nurse. 
Every effort has been exerted to 
make certain the student gets ac- 
curate information “from the horse’s 
mouth.” 

The schools, depending on cir- 
cumstances and accommodations, 
employed different methods of con- 
ducting the conventions, though 
some techniques were constant 
throughout. Universally used were 
the preconvention posters, store 
window displays, flyers, home room 
notices and announcements over 
public address systems where avail- 
able. The American Hospital Asso- 
ciation film trailer was shown at the 
local theaters and newspapers co- 
operated with excellent coverage. In 
all instances, students and _ their 
parents were invited to tour the 
hospital on the Sunday afternoon 
following the convention, but at- 
tendance was moderate and not in 
proportion to the general interest 
manifest at the school convention 
and in other ways. 

At one high school, the exhibits 
were displayed outside the cafeteria, 


so students could attend at lunch 
time (and return in study periods 
on request). At another, they were 
in a library at the rear of the main 
study hall, their presence an- 
nounced at the outset of each study 
period and the students encouraged 
to attend. At another, they were set 
up on the gymnasium stage of the 
auditorium where teachers brought 
entire classes to view them. It is 
estimated that at least 75 percent 
of the student body of five high 
schools took advantage of the op- 
portunity to look us over—approxi- 
mately 3,500 students. All attend- 
ance was on a voluntary basis. 

Each guidance counselor is sup- 
plied with a reference notebook 
containing all available literature on 
every hospital career, including 
current lists of accredited schools 
and scholarship information. As a 
further follow-up, a speakers’ bu- 
reau has been established to go to 
the schools on request to discuss 
particular careers with individual 
students or groups. This was ex- 
tensively utilized and in one school 
of 2,000 students, more than 30 stu- 
dents, who became “decided”, re- 
quested consultation with the physi- 
cal therapist. 

It is emphasized that guidance: 
counselors are anxious for the helt: 
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of qualified professionals in advising 
students and welcome this type of 
follow-up. A fundamental precept 
of our speakers’ bureau is to answer 
any call, whether it be for one or 
for 100 students. We have found 
that some guidance counselors feel 
reluctant to ask for this service if 
the number interested be few, so 
we try to impress on them that we 
regarded it important to speak with 
any single individual who might be 
considering a hospital career. 

The budget for the entire pro- 
gram, financed wholly by the Aux- 
jliary, was as follows: 


Brochures $ 30.00 

Displays (nonrecurring) 380.00 

Publicity ($25.00 
nonrecurring) 

Flyers 

Mailings, mimeograph- 
ing, invitations, tele- 
phone, reference ma- 
terial, etcetra 


70.00 
130.00 


100.00 


Total $710.00 

For successive years, it is antici- 
pated the annual cost will be about 
$400.00 per year. 


Scholarship Program Established 


A supplement to this project is a 
scholarship program. The Auxiliary 
appropriated $1,000 for this purpose, 
and notice was sent to guidance 
counselors with application forms 
developed by a Scholarship Com- 
mittee of the Auxiliary. This com- 
mittee is solely for organization and 
operation of the program. The schol- 
arship applications are reviewed by 
a separate committee comprised of 
the two county superintendents and 
the hospital administrator who make 
the awards. To safeguard confiden- 
tial information, the financial data 
requested is available only to these 
three. This year there were four 
scholarships given in varying 
amounts, three for nursing educa- 
tion and one for medical technology. 
A similar sum has been appropri- 
ated for next year, and it is hoped 
that sometime in the future the 
amount may be increased. 


Results 
What are the net results? They 


are not easy to appraise the first 
year. The schools report a much 


greater interest. There are no sta- 
tistics to verify this, but we hope to 
gather them in the future. We orig- 
inally thought that going to the high 
schools on alternate years would be 
sufficient, but all have requested 
that we return again next year. We 
have also been invited to present 
our exhibits at the County Fair. 

The hospital has experienced an 
upsurge in applications from high 
school students, 16 years of age or 
older, for summer and week-end 
work. By April first, we had 50 ap- 
plications for eight vacancies this 
summer. Both the hospital and the 
libraries have been asked more fre- 
quently for reference material by 
students choosing medical subjects 
for elective compositions. We hope 
the end result will be a nuclear re- 
action. 

My personal conviction from this 
experience is that our women’s aux- 
iliaries furnish a most effective 
means of accomplishing our recruit- 
ment aims. I would be inclined to 
regard the efforts of this individual 
institution as a sort of pilot study, 
feeling that co-ordination on a re- 
gional basis would be even more 
desirable. a 





DUNSTAN 
Continued from page 39 


in strategic areas. In this field the 
valuable know-how of reserve hos- 
pital units, if these are available, 
can also be utilized profitably, since 
the training objectives of civil de- 
fense and military hospital units are 
similar. 

Advantage of Teaching Improvi- 
sation. The civil defense emergency 
hospital has its own electric gen- 
erator and water purification facil- 
ities. Even though it has the basic 
equipment needed for treatment, it 
relies on the ingenuity of the 
trained personnel to improvise 
many additional facilities. This is 
invaluable training for disasters. 

Financing the Program. The pro- 
gram would have to be financed by 
the existing hospitals, assisted by 
the coordinating agencies. Non- 
profit hospitals ultimately rely on 
public support for capital improve- 
ments. Operating this training cen- 
ter as an educational institution, 
stressing the value of the training in 
every day life, as well as for poten- 
tial natural and enemy-caused dis- 
asters, is the best way to rally pub- 
lic support. The rapidly expanding 
adult education movement in our 
country is one of the marvels of the 
age. The avidity with which health 
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and medical articles are read by the 
general public is well known by 
practicing physicians. The pride in 
home town colleges and other insti- 
tutions of learning is also a well- 
known fact. The civil defense emer- 
gency hospital training center can 
profit by this knowledge. 

It is conceivable that some hospi- 
tal trustee or other public spirited 
philanthropist may wish to endow 
this vital training center as a mem- 
orial to some member of his family. 
It would be difficult to visualize a 
more worthy cause for this memo- 
rial. 


Conclusion 


The present training program for 
the possible handling of mass cas- 


ualties and its resulting conse- 
quences has been compared to the 
other epochal events in the long 
history of medicine, such as Pas- 
teur’s discovery of microbial causes 
of many diseases, Lister’s contribu- 
tion otf antisepsis, steam steriliza- 
tion, and Crawford Long’s discovery 
of ether anesthesia, which discover- 
ies have made modern medicine and 
surgery possible. All those who will 
participate in this program have 
reason to feel proud of their impor- 
tant contribution to its success. 
There is at present a lag in civil 


defense health service activities. 
Plans now in preparation will speed 
up the training of the professional 
personnel and make available an 
increasing number of instructors. 

The main problem is to train the 
large numbers of lay personnel that 
will be needed to assist the greatly 
limited professional personnel that 
will be available. Hospitals are the 
logical institutions to assume this 
responsibility. The civil defense 
emergency hospital, fully deployed 
on the grounds of an existing hos- 
pital, constitutes the best nucleus at 
present available around which to 
build the disaster training center, 
with participation of all agencies 
that have responsibilities in this 
field. 

While carrying out this crucially 
important training function, hos- 
pitals will profit by having a reserve 
pool of trained workers to replace 
critical shortages that arise from 
time to time in their own operations, 
will contribute further to raising the 
health standards of the community 
by making available urgently 
needed trained personnel for home 
sickroom work, and will have avail- 
able at all times a reservoir of 
empty beds to meet their public re- 
sponsibilities in disasters, without 
using prohibitively expensive exist- 
ing beds for this purpose. a 
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Continued from page 37 


the large, medium, and small hos- 
pitals. Closer examinaticn of the 
data, however, shows that the av- 
erage length of stay of appendec- 
tomies in the largest hospitals was 
greater than in the medium and 
small ones, a possible reflection of 
greater average case-severity. This 
is confirmed by a significantly high- 
er age level (when the average op- 
erative risk is known to be greater) 
for the patients dying in the larger 
hospitals. In view of the evidence 
that older and more seriously ill 
patients were undergoing appendec- 
tomies in the large hospitals, and 
the finding that postoperative case- 
fatality rates were about the same 
as in the small hospitals, one may 
conclude that the over-all perform- 
ance of the large hospitals for this 
type of surgery was better. 

Comparable data on herniotomies 
or hernial repairs of all types (table 
2) show the case-fatality rate in 
the large hospitals is higher than in 
the medium and small ones. The 
case-severity, however, is clearly 
greater in the large hospitals, as re- 
flected by a longer average dura- 
tion of stay and a higher average 
age level of the patients dying (the 
age at death in the smallest hos- 
pital group is discounted, since it 
is based on a single case). In view 
of this greater selectivity of high 
risk cases in the large hospitals, 
ene can only suggest that the evi- 
dence on the outcome of hernioto- 
mies in different-sized hospitals is 
inconclusive. 

Data on cholecystectomies (table 
3) reveals the lowest postoperative 
fatality rate in the middle-sized 
hospitals of 25 to 99 beds, but it may 
be noted that the average age level 
of the patients dying was consider- 
ably lower in these than in the large 
hospitals, and the average case- 
severity, as shown by length of stay, 
was lighter. Comparing the largest 
with the smallest hospitals, the 
case-fatality rates are significantly 
lower in the former, despite the 
higher age level and case-severity 
in the large institutions. For chole- 
cystectomies, the evidence for great- 
er safety in large hospitals is com- 
pelling. 

The record of prostatectomies 
(table 4) indicates the case-fatality 
rate postoperatively is strikingly 
lower in the large hospitals than 
in the medium or small ones, de- 
spite the average age-level being 
almost identical in the three hos- 
pital size-groups and the average 
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length of stay being slightly greater 
in the large institutions. While the 
absolute numbers of _prostatec- 
tomies performed in the medium 
and small hospitals were much 
smaller than those performed in the 
large hospitals, it is manifest that 
the relative safety of the operation, 
as reflected by postoperative fa- 
tality, is much greater in the large 
hospitals. 

For hysterectomies the data (ta- 
ble 5) are inclusive even though the 
postoperative case-fatality rate is 
greater in the large than in the me- 
dium or small hospitals. The aver- 
age length of stay in the large hos- 
pitals is significantly greater; the 
age-level comparison is not re- 
liable because of the sparsity of 
cases. The greater probable severity 
of the hysterectomy cases in the 
large hospitals is reflected not only 
by the average duration of stay, 
but by other information available 
on diagnosis; in the large hospitals, 
many of the hysterectomies are for 
cancer of the uterus, while in the 
medium or small hospitals, the 
uterine condition is nearly always 
benign. Despite the higher case- 
fatality rate for hysterectomies in 
the large hospitals, therefore, in- 
terpretation of the significance of 
this fact, as a reflection of hospital 
performance, must be inconclusive. 

In summary, then, study of post- 
operative mortality, in conjunction 
with related case characteristics, 
suggests that for herniotomies and 
hysterectomies, it is difficult to draw 
any assured conclusion on the 
comparative safety of different- 
sized hospitals. For appendectomies, 
cholecystectomies, and _prostatec- 
tomies, the evidence seems clear 
that large hospitals are safer places 
than small ones. 


J. N. Morris, unpublished data of the So- 
cial Medicine Research Unit, National Re- 
search Council, London, England. 


Comment 


To interpret these findings, one 
must recognize that the major de- 
terminant of the outcome of a sur- 
gical operation may not be, after 
all, the circumstances or standards. 
of the hospital, but rather the train- 
ing and skill of the surgeons. In the 
larger hospitals of Saskatchewan 
as elsewhere, surgical operations 0? 
all types are more likely to be per- 
formed by specialists, as agains: 
general practitioners. Given the 
same type of patient, one would ex- 
pect the specialist's performance 
to be better. 

There is no evidence on the com- 
parative pathological justifications 
for surgical intervention in the dif- 
ferent-sized hospitals. The less 
rigorous medical staff organization 
in small hospitals, however, sug- 
gests the likelihood that normal 
tissues are removed in them more 
often than in larger institutions, 
with their tissue committees and 
other forms of group discipline. 
True surgical risks would tend to 
be smaller in the absence of sig- 
nificant pathology, so that one 
might expect this factor to lower 
the relative case-fatality rates in 
the small hospitals. Correction for 
this subjective influence would 
heighten the general conclusions 
offered here. 

The data of this study do not per- 
mit separation of all these hospital 
and physician factors. One can only 
conclude that the constellation of 
factors associated with large hos- 
pitals, including both the hospital 
setting and its medical staff, con- 
tribute to the greater apparent safe- 
ty of surgery in the large institu- 
tions. 

Unpublished data from England 
and Wales confirm these general 
findings.” The case-fatality rate for 
gastrointestinal perforations, frac- 
tured skulls, and coronary occlu- 
sions in males aged 45 to 64 years, 
as well as for prostatectomies in the 
65 to 74 age group, were computed 
for two groups of hospitals. One 
group consisted of a 50 percen’‘ 
sample of all teaching hospitals, 
which are invariably large institu- 
tions associated with medica! 
schools. The other group consisted 
of a 3 percent sample of all othe 
hospitals in England and Wales, 
which would include hospitals of 
all sizes, the average of which would 
be much smaller than that of the 
teaching units. The case-fatality 
rates in these two hospital groups 
were as follows (per 100): 
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when precise volume control 
is imperative in pediatric infusions 
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The disposable Volu-Trole Saftiset provides 
accurate control of volume and drip rate 

for I.V. infusions. Thus it reduces the 
possibility of fatal overhydration in pediatric 
patients. Volu-Trole Saftiset is sterile, 
pyrogen-tested and ready for immediate 

use with all standard flasks. 


and for safer, 

easier needle insertion, use the 
Cutter Pediatric Scalp Vein Set 
with the Saftigrip™ 











Saftigrip provides easy fingertip 
control, holds the needle bevel 

in correct position, and simplifies 
insertion. Infusion Set requires no 








head restraints. Baby is more 
comfortable. Set is sterile, ready to 
use. Available with 23 gauge 
needle for fluid infusions or 20 
gauge needle for blood infusions. 
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Who's Who 





Sister Agnes 


Sister AGNes—of the Sacred Heart 
has assumed the duties of adminis- 
trator of St. Joseph Hospital, Bur- 
bank, California. Sister Agnes is 
past president of the Washington 
State Hospital Association, treasur- 
er of the Catholic Hospital Associa- 
tion of the United States and Can- 
ada. Sister succeeds Sister GENE- 
VIEVE, who has been transferred to 
Providence Hospital, Seattle, Wash- 
ington. Sister GENEVIEVE, has been 
named administrator of that hospital. 


Atoway, Henry—has resigned as 
administrator of the Tyler Holmes 
Memorial Hospital, Winona, Mis- 
sissippi. Aloway, a veteran in the 
field, is planning on permanent re- 
tirement. He has been succeded by 
James TOWNSEND, former member 
of the hospital’s Board of Trustees. 


Sister ANGELA CLaRE. See SISTER 
Mary Eustace notice. 


ATKINSON, WILLIAM S. See STAHL- 
NECKER notice. 


Barnes, WILLIAM H. See PERCIVAL 
notice. 


Bos, Miss Atepa—former head of 
the Chemistry Section, Department 
of Pathology, Mercy Hospital-Street 
Clinic, Vicksburg, Mississippi, has 
been appointed administrator of the 
Greene County Hospital, Leakes- 
ville, Mississippi. 


Brooks, Miss MarcueriteE N.—ad- 
ministrator of the Moline Public 
Hospital, Moline, Illinois, recently 
celebrated her 25th year of dedi- 
cated service to the hospital. 
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Byrp, WALTER—assistant manager of 
the VA Center, Jackson, Mississippi, 
has been transferred to Fargo, North 
Dakota and designated manager of 
the VA Center there. He has been 
succeeded in Jackson by Kart S. 
NIcKLE, former assistant manager of 
the VA Center, Alexandria, Louisi- 
ana. 


Cotsy, JoHN W.—has been ap- 
pointed administrator of St. Luke’s 
Hospital in Spokane, Washington. 
He was formerly assistant adminis- 
trator of the Arnot Ogden Me- 
morial Hospital, Elmira, New York. 


Duncan, A. C.—appointed assistant 
administrator of the Misericordia 
Hospital, Edmonton, Alberta. 


FARRELL, JOSEPH F.—has been named 
managing director of The German- 
town Dispensary and _ Hospital, 
Philadelphia, Pennsylvania. He suc- 
ceeds W. T. S. Tuornprke, M_D., 
who died October 10, 1958. 


Sister GENEVIEVE. See S1IstER AGNES 
notice. 


Harper, Rosert E., Jr.—formerly 
assistant administrator of the City 
of Memphis Hospital, has been ap- 
pointed administrator of the Lincoln 
County Memorial Hospital at Troy, 
Missouri. 


JOHNSON, GEORGE W.—administra- 
tive assistant at St. Agnes Hospital 
at Raleigh, North Carolina, has been 
named director of Onslow Memorial 
Hospital, Jacksonville, North Caro- 
lina, succeeding the late GRAHAM 
Davis. 


Leg, Lt. Cot. Harriet S. See Rosin- 
SON notice. 


Lerrico, GrorceE A.—has been ap- 
pointed administrator of North 
Adams Hospital, North Adams, 
Massachusetts. He was formerly ad- 
ministrator of the Sylacauga Hos- 
pital, Sylacauga, Alabama. 


Sister M. Bartuitpis—has been ap-- 
pointed administrator of St. Mi- 
chael’s Hospital, Newark, New Jer- 
sey. She fills the vacancy caused by 
the recent death of Sister M. Sera- 
PHRIM. 


Sister Mary Eustace, C.C.V.I.—has 
been named administrator of Spohn 
Hospital, Corpus Christi, Texas. She 
succeeds SisteR ANGELA CLARE, 
C.C.V.I., who has been administra- 
tor for the past three years. 


Sister M. SERAPHRIM. See SISTER M. 
BaTHILpIs notice. 


Mann, Crayton E.—has been ap- 
pointed research associate, Program 
in Hospital Administration, School 
of Business, Northwestern Uni- 
versity, as of November 1, 1958. Mr. 
Mann received the degree of Master 
of Science in Hospital Administra- 
tion from Northwestern in 1949. He 
was administrator of Welborn Me- 
morial Baptist Hospital, Evansville, 
Indiana from July, 1947 to Septem- 
ber, 1955 when he fractured the 
fourth vertebra of his neck and suf- 
fered severe spinal injuries in a 
diving accident in the Ohio River 
which left him partially paralyzed. 
He has benefited by intensive re- 
habilitary therapy at Hines Hos- 
pital, Hines, Illinois and his doctors 
anticipate further improvement 
through his transfer on November 
1 to the Veterans Administration 
Research Hospital adjoining the 
University campus and the oppor- 
tunities to be of service which his 
affiliation with the school will bring. 
Mr. Mann’s transfer was arranged 
by the manager of the VA Researcn 
Hospital, Dan Macer, who is a 
student in the Program in Hospit:l 
Administration and a residency pre- 
ceptor, a graduate in Liberal Ar‘s 
from Northwestern in 1939, and a 
native of Evansville like Mr. Mam. 


Macer, Dan. See MANN notice. 
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McSuHane, Witt1am J.—appointed 
administrator of the Rockaway 
Beach Hospital, Rockaway Beach, 
New York. 


coastinsseommie | NOW, for the first time, 


PercivaAL, G. M.—administrator of 
Clark County Hospital, Winchester, 
Kentucky is retiring. He will be 
sueceeded by Witt1am H. Barnes. 


Rosinson, Cot. RutH A.—of Boston, a lamp mou nted 


Massachusetts, was sworn in as the 


rourth Chief of the Army Medical 


a 
Specialist Corps, in the Office of the 
Surgeon General of the Army. Col. a S| & 


Robinson succeeds Lt. Cot. HARRIET 


li ee 





———— 


S. LEE, who has been assigned to the 


s 
/rmy Medical Service Historical ¥ 
nit at Walter Reed Army Medical cabinet (by Hill-Rom) 
Center. 


SHIRTZ, THomMAS—appointed assistant 
z«iministrator of Lutheran Medical 
Center, Brooklyn, New York. 


S1BERY, D. EuGENE. See STAHLNECKER 
notice. 


STAHLNECKER, Mrs. ELLEN L.—ad- 
ministrator of Crittenton General 
Hospital, Detroit, Michigan, since 
1944, has retired. Her successor is 
D. EuGene Si1sery, who has been as- 
sociate administrator for the past 
two years. WiLtt1AmM S. ATKINSON, 
has been appointed assistant to the 
administrator. 


STONAGE, FrED J.—has been ap- 
pointed administrator of the Palo 
Verde Hospital, Blythe, California. 
He was formerly administrator of 
the Bixby Knolls General Hospital, 
Long Beach, California. 





TANIGUCHI, THEODORE T.—has been 
appointed director of pharmacy 
service of the University Hospital, 
University of Washington, Seattle, 
Washington. 


Townseno, James. See Atoway no-|  pllits the light right where you need it 


tice. 
Here, for the first time, is a lamp placed where a hospital lamp 


Supplier's News should be placed—on the bedside cabinet within easy reach of the 
patient, yet out of the way of the nurse. This new Hill-Rom lamp is 
attached to the back side of the cabinet. It rolls on a track, so may be 
used on either side of the cabinet. It may also be moved entirely out of 
way when full access to the top of the cabinet is desired. 

A parabola shade inside the outer shade permits spotting the light 
when intensive light is needed for examination. Inverting the shade 
gives indirect light. The shade is ventilated—will never become hot. 
A convenience outlet permits plugging in any electric appliance used 


Mr. T. D. Laughlin at the bedside. 


LaucHuin, THomas D.—for many This lamp is completely approved by Underwriters’ Laboratories, Inc. 


years in charge of the Institutional as safe for hospital use. Complete information on request. 
Division of Klenzade Products, Inc., ; 


Beloit, Wisconsin, has been pro- 
moted to Institutional Sanitation 
Consultant. HILL-ROM COMPANY, INC. ¢ Batesville, Indiana 
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Hospitals and the Law 





by Emanuel Hayt, LL.B. 


Ohio Hospital Held Liable For 
Intern’s Malpractice in 

Testing Patient for Allergy 

To Tetanus Antitoxin Injections 


® Plaintiff, Ann Andrews, while 
not on duty at defendant’s hospital, 
cut her leg on a barbed wire fence. 
She received first aid from persons 
unknown to her. The next day when 
she reported to work, her superior, 
upon seeing the condition of her leg, 
sent her to an intern employed by 
defendant. The intern subjected her 
to askin test to determine her sensi- 
tivity to a tetanus anti-toxin. The 
results proved to be negative and 
he administered the tetanus anti- 
toxin. About ten to eleven days 
thereafter plaintiff suffered from 
“serum sickness.” Plaintiff brought 
action against defendant to recover 
for the injuries suffered alleging 
that the intern had negligently ad- 
ministered the tetanus antitoxin and 
had failed to wait a sufficient period 
after the skin test before giving her 
the injection. Defendant was a non- 
profit charitable osteopathic hos- 
pital. 

The lower court entered judg- 
ment on a verdict for plaintiff. De- 
fendant appealed contending that 
the lower court had erred in over- 
ruling its motions for a new trial 
and for judgment n.o.v. 

Although the Ohio Supreme Court 
has overruled the doctrine of im- 
munity of public charitable institu- 
tions from liability for the negli- 
gence of their agents or servants, 
this decision was not in effect at the 
time of the trial of this action. 
Therefore, the question for con- 
sideration on appeal was whether 
or not defendant had employed and 
retained an allegedly incompetent 
intern. There was evidence to show 
that the intern had been acting un- 
der written instructions from de- 
fendant giving him authority to act 
in any case where he felt capable. 
The evidence presented questions of 
fact for the jury as to whether 
plaintiff had an allergy to tetanus 
antitoxin injections, whether de- 
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fendant had negligently employed 
the intern, and whether the intern 
had negligently administered the 
tetanus antitoxin while acting in the 
course and scope of his employment, 
thereby causing plaintiffs serum 
sickness. The judgment was af- 
firmed. 

(Andrews v. Youngstown Osteo- 
pathic Hospital, 8 CCH Neg. Cases 
2d 61-Ohio). 


Visitor’s Fall on Icy Steps of 
Hospital Not Result of Its 
Failure to Use Reasonable Care 


® Defendant corporation, herein- 
after called the hospital, owns and 
operates St. Luke’s Hospital, a pri- 
vate hospital in St. Paul. On Feb- 
ruary 19, 1955, at approximately 
6:30 p.m., plaintiff, a 57-year-old 
woman, who had visited her hus- 
band, a patient in said hospital was 
injured when she slipped and fell 
on the outside ice-covered steps as 
she was leaving the hospital by way 
of the front entrance door. 

In the instant case the plaintiff 
did not claim there were any de- 
fects in the steps of the hospital en- 
tryway. It is uncontroverted that it 
had been sleeting (or raining) and 
freezing for several hours prior to 
the accident and that at the time of 
the accident there was a heavy, 
freezing sleet falling. Plaintiff was 
aware of the fact that there had 
been precipitation during the after- 
noon. The landing and top step of 
the entrance, although covered by a 
roof, were open to the elements 
from both sides and the front. The 
steps and landing of the hospital 
were completely glazed, but it is 
uncontradicted that this condition 
prevailed on every street, sidewalk, 
and outside step throughout the city. 
Under the circumstances it was 
either impossible or impracticable 
to take any effective action during 
the storm’s continuance and reason- 
able care did not require defendant 
to remedy the condition of the en- 
trance until after the storm had 


ended and a reasonable time there- 
after. 

The source and sole cause of the 
hazardous condition resulting in 
plaintiff's unfortunate injury was 
the unusual but natural result of 
extraordinary weather over which 
the hospital had no control. The 
freezing sleetstorm rendered slip- 
pery not only defendant’s outside 
entrance steps but also all other 
exposed walks and places within the 
city. It involved a normal hazard 
of life to which every pedestrian 
necessarily exposes himself when he 
ventures forth in a sleetstorm. Rea- 
sonable care for the safety of an 
invitee does not require an inviter 
to engage in an unending and im- 
practical, if not useless, contest with 
the uncontrollable forces of nature 
while a storm is in progress. Any 
rule to the contrary would impose 
upon the hospital, as an inviter, a 
duty of extraordinary care which 
it does not have, or erroneously 
constitut< it an insurer of the safety 
of invitees. 

The trial court did not err in 
granting judgment for the defend- 
ant. 

(Mattson v. St. Luke’s Hospital, 8 
CCH Neg. Cases 2d 139-Minn.) 


Pennsylvania Affirms 
Hospital Immunity, With 
Dissenting Opinions 


® The plaintiffs, husband and wife, 
sued the defendant hospital for 
damages for injuries allegedly su/- 
fered by the wife when she fell and 
fractured an ankle while a patieit 
in the hospital. The details of the 
accident are not presently in- 
portant. The hospital raised as iis 
defense to the action its immunit~, 
as an eleemosynary institution, fro: 
liability for tort. The trail court en- 
tered a non-suit which it subse - 
quently refused to take off and the 
plaintiffs have appealed from the 
resultant judgment. 

The immunity of an eleemosynai y 


Please turn to page !01 
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Medical Records 





by Edna K. Huffman, C.R.L. 


Electrocardiographic Tracings and 
Reports 


QUESTION: My question is prompted 
by a very genuine concern for the 
need of conserving space in addition 
to that already being saved by micro- 
filming our medical records. We wish 
to know how long. electro-cardio- 
graphic tracings and/or _ interpreta- 
tions of tracings should be kept by 
our EKG department? T.A.H. 


ANSWER: This problem should be 
referred to your medical record 
committee who will in turn consult 
with your cardiologists regarding 
the length of time in which the trac- 
ings have served their maximum 
value. The determining factor for 
the preservation of tracings seems 
to be whether research is being 
done in your hospital. 

The resulting recommendations 
should then be followed if they do 
not conflict with statutes of your 
state concerning the preservation 
of medical records and reports. 

As the interpretations are no 
doubt being filed with your medi- 
cal records, and so_ eventually 
microfilmed, there is no reason why 
copies of these reports need be kept 
after the tracings are destroyed. 


Major and Minor Surgical Procedures 


QUESTION: Are there any published 
articles which classify surgical pro- 
cedures into the two groups of major 
and minor? Our surgical committee 
is looking for something specific. 


C.M.D. 


ANSWER: The only printed ma- 
terial that I know which lists major 
and minor procedures is Medical 
Staff in the Hospital by Thomas R. 
Ponton, M.D., revised by Malcolm 
T. MacEachern, M.D., and published 
by Physicians’ Record Company. Is 
your surgical committee aware that 
the accrediting agencies no longer 
ask hospitals for this information? 

The September 29, 1956 issue of 
the Journal of the American Medi- 
cal Association answered a similar 
question on page 528 as follows: 
“Most authorities now agree that, 
in the interests of all patients, all 
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surgery should be considered a ma- 
jor significance and that the illogi- 
cal classifications of ‘intermediate’ 
and ‘minor’ surgery should be 
abandoned. All surgical procedures 
require judgement as well as tech- 
nical proficiency and such qualifica- 
tions do not come under ‘inter- 
mediate’ or ‘minor’ quantities.” 

About the same time the agen- 
cies which had previously requested 
hospitals to supply information on 
the annual number of major and 
minor operations discontinued their 
requests. 


Hospital Name on Medical Record 
Forms 


QUESTION: Has there been, at any 
time, an established rule to the effect 
that a hospital must have its name 
printed on all forms used in the medi- 
eal record? We purchase “stock” 
forms to a great extent and it seems 
to me that it is an unnecessary ex- 
pense to have our name printed on 
forms of this type. However, it has 
been done in this hospital for mzny 
years and I wish to be sure of my 
statements before I make the recom- 
mendation to discontinue this prac- 
tice. J.R.F. 


ANSWER: I do not believe that 
there is, or ever has been, a rule or 
regulation governing the printing of 
the hospital name on the various 
forms in the medical record, except 
as made by each individual hospital. 

The majority of hospitals have 
their name printed on the Summary 
Sheet of the medical record only. 
This is the top or face sheet of the 
medical record when it is ready for 
final filing, and is sufficient identi- 
fication when a medical record is 
subpoenaed. (This should be the 
only instance in which a medical 
record leaves the hospital). The rec- 
ord is not apt to be taken apart 
when left in court as an exhibit, if 
properly fastened. Good medical 
record practice requires that all 
sheets be firmly secured in the 
medical record either with staples, 
an Acco-like or other type fastener. 

The name printed on medical 
record forms other than the Sum- 
mary Sheet uses space sometimes 


needed for vital information. The 
small stick-on laboratory report 
forms are an excellent example of 
this. 

If the clinical laboratories and 
the x-ray department do outside 
work, in addition to hospital work, 
it may be advisable to have the 
hospital name printed on all reports 
that go outside the hospital. How- 
ever, savings can be effected by 
having the hospital name printed 
only on such forms as do leave the 
hospital. 


Laboratory Tests on All Admissions 


QUESTION: Our medical staff have 
included in their Rules and Regula- 
tions something to the effect that if 
a patient is hospitalized over-night 
for routine institutional care only, 
laboratory work need not be ordered. 
Will the Joint Commission on Ac- 
creditation of Hospitals accept such a 
ruling? et | 4 


ANSWER: This is a question which 
your administrator should direct to 
the Joint Commission. However, 
Section 4. Laboratories. a.5) of the 
Standards for Hospital Accredita- 
tion of Hospitals states “Urinalysis 
and at least a hemoglobin or hema- 
tocrit should be routine on all ad- 
missions.” 


Indexing Autopsy Diagnoses 


QUESTION: Should diagnoses which 
have been made at autopsy, and were 
not included in the final diagnosis 
made at the time of death of the pa- 
tient, be indexed also? A.M.Z. 


ANSWER: The primary purpose of 
a disease index is to provide ma- 
terial for research and study. If all 
diagnoses, whether made on dis- 
charge or death of the patient, or 
an autopsy are not indexed, the 
disease index will not serve its pri- 
mary purpose to the fullest extent. 

The pathology department should 
have an index of all tissues ex- 
amined both from autopsy and 
surgery. However, physicians gen- 
erally, and the medical record li- 
brarian too, might not always think 
to look in the tissue index for addi- 
tional cases. & 
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@ What Associations Are Doing 


Farewell Testimonial Dinner 


L to r: O. Ernest Bangs, new assistant professor Food Facilities Engineering 
courses, School of Hotel Administration, Cornell University; L. S. Anoff, 
chairman Food Facilities Engineering Fund; Norman Brady, hospital con- 
sultant and a sponsor of Food Facilities Engineering Fund; Mr. Brady 
presented Mr. Bangs with the late Doctor Malcolm T. MacEachern’s book 
for the School of Hotel Administration Library. The book is on “Hospital 
Organization and Management.” It is the first volume of this sort to be 
—included in the School’s library. 


# This dinner was held to tender farewell to O. Ernest Bangs, who recently 
resigned the presidency of Stephens — Bangs, Inc., to accept an associate 
professorship in Food Facilities Engineering courses at the School of Hotel 
Administration, Cornell University. a 


New Officers and Board of Governors for the Mississippi Hospital 
Association 


Seated, I. to r.: Dr. David B. Wilson, Jackson, outgoing president; Lester L. 
Tuck, Pascagoula, president; and D. A. Lingle, Laurel, president-elect. 
Standing, l. to r., new board members: Dr. Omar Simmons, Newton; Phil 
Wimberly, Gulfport; Reuben Johnson, Meridian; E. L. King, Booneville; 
Reed D. Hogan, Clarksdale; and Paul Pryor, Jackson. 
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Oregon Association of Hospitals 


L. to r.: Paul R. Hanson; Mrs. 
Marjorie Sexton; Fred L. Morris 
and A. C. Branson. 


™ MRS. MARJORIE SEXTON, superin- 
tendent of Albany General Hospital, 
Albany, was named president-elect. 

Fred L. Morris, administrator of 
Cottage Grove Hospital, Cottage 
Grove, succeeded Paul R. Hanson, 
administrator of Portland’s Eman- 
uel Hospital, as president. 

Sister Ruth Marie, administrator 
of Providence Hospital, Portland, 
was elected vice president, and the 
new secretary-treasurer is A. C. 
Branson, administrator, Salem 
General Hospital, Salem. 

Named as delegates to the Board 
of Directors of the Association of 
Western Hospitals were Miss Vir- 
ginia Welch, administrator, Good 
Samaritan Hospital, Corvallis, and 
Paul Hanson, with Werner W. 
Hendrickson, administrator of Hol- 
laday Park Hospital, Portland, as 
alternate. 


Utah State Hospital Association 


= LL. BRENT GOATES, assistant ad- 
ministrator, Latter-Day-Saints 
Hospital, Salt Lake City, has been 
named president-elect of the As- 
sociation. 

He will succeed Mrs. Olive V. 
Wardrop, administrator of St. 
Mark’s Hospital, Salt Lake City, 
who has been installed as president 
for the ensuing year. 

Others elected and installed with 
Mrs. Wardrop, include Ralph J. 
Nelson, administrator of Tooele 
Valley Hospital, Tooele, trustee and 
Sister Louis Marie, business man- 
ager of St. Benedict Hospital, i 
den, treasurer. 
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Ag NEWS and VIEWS from the American College of 


® RELATIVES AND FRIENDS of Arthur 
J. Swanson, president of the Ontar- 
io Hospital Service’s Commission 
and former regent and president of 
the ACHA attended a special testi- 
monial banquet in his honor held at 
the Hotel Lord Simcoe in Toronto. 

The banquet was presented by the 
Board of Regents of the College in 
cooperation with the Ontario Hos- 
pital Association on the eve of that 
group’s annual meeting. 

Anthony W. Eckert, president of 
the College and director of the 
Perth Amboy General Hospital in 
New Jersey, presented the profes- 
sional society’s Past-President’s 
Emblem to Mr. Swanson for his dis- 
tinguished service as head of the 
College between 1955-1956. Ill 
health prevented his attendance at 
this year’s annual Convocation, 
when the emblem is normally pre- 
sented. The emblem was accepted 
on his behalf by his daughter. Dr. 
Marjorie Swanson. 


Dr. Marjorie Swanson accepts the 

College’s Past President’s Emblem 

on behalf of her father, Arthur J. 

Swanson, from ACHA Prexy An- 
thony W. Eckert. 


Among those who participated in 
the program were: Dr. Harvey G. 
Agnew, professor, Department of 
Hospital Administration, School of 
Hygiene, University of Toronto; R. 
Frazer Armstrong, consultant, 
Kingston General Hospital, Kings- 
ton; Max B. Wallace, general su- 
perintendent, The Toronto Western 
Hospital, Toronto; and Dean Conley, 
executive director, ACHA. 

President Eckert stated, “The 
Congress on Administration, which 
will be held February 5-7, features a 
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Cy Hospital Administrators 


unique program, the kind not du- 
plicated by other hospital associa- 
tions and allied groups. 

“The four general assembly 
speakers as well as the 20 manage- 
ment seminars will review pertinent 


aspects of the managerial function: 
that have an application to the hos- 


pital administrator. 

“Furthermore,” he continued, 
“each of the 20 management sem- 
inars that will be held on Friday 
and Saturday mornings will feature 
a topic of administrative interest.” 
Mr. Eckert said that as a result of 
evaluations made of the seminars 
held at the Congress last year, 10 
of the 20 subjects will be repeated 
at next month’s meeting. A Ma- 
terials Development Committee, 
headed by E. A. Johnson, adminis- 
trator of The Methodist Hospital of 
Gary, Inc., has been responsible for 
the selection of the topics and the 
indoctrination of leaders and panel- 
ists who will participate. 

For the first time, some authors 
of the articles that are being used 
as a springboard for general discus- 
sion of some facets of administration 
will be present at the seminars to 
present their papers. 

Registrants have the opportunity 
to choose the seminar of their choice 
on each of the two days. 

Friday afternoon, the winner of 
the Hospital Administrator’s Award 
for an outstanding book on admin- 
istration will address the general 
assembly and receive a special me- 
dallion and the College’s $500 cash 
prize that accompanies the award. 

James A. Hamilton, director, Hos- 
pital Administration, University of 
Minnesota, and chairman of the 
Book Award Committee will make 
the commendation on behalf of the 
College. 

Also to be honored at the con- 
gress will be the author of an article 
that made a significant contribution 
to the science of administration. 

Richard D. Vanderwarker, vice 
president of the Memorial Center 
for Cancer and Allied Diseases, New 
York, head of the College’s Article 
Award Committee will present the 
winning writer with a_ special 
plaque. s 
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® THE ADVENT OF A NEW YEAR is 
' curiously related to headaches—one 
' kind of which is surely not familiar 
_ to Central Service personnel! How- 
| ever, one great big cause for ce- 
| phalic distress can certainly be the 
| taking of a physical inventory. With 
' too many of us an inventory pro- 
_ cedure is much like the United Na- 
| tions. We know there is such a 
_ thing, mostly we agree that on the 
| whole it is a pretty good thing and 
| quite necessary, but for the life of 
| us we can’t figure out what puts it 
_ together, or what has been accom- 
_ plished after it’s all over. 

The procedure of taking a physi- 
cal inventory can either be a use- 
ful tool in reporting to administra- 
_ tion, or it can be a shameful waste 
| of time, resulting in a feeling of 
frustration on the part of the CS. 
supervisor. The objective must be 
very clear to everyone participat- 
ing. 


4 The Purpose 


_ The tedious task of counting the 
| hundreds of items that somehow 
| find their way into the sanctuary of 
is performed in order to 
' accomplish the following: 

' 1. To determine an estimate of the 
' total monetary investment in sup- 
| plies and equipment in the depart- 
ment; 

(| 2. To develop a pattern of the 
| useful life of certain items (for ex- 
| ample, how long may a hemostat 
' be expected to be useful to the de- 
partment?) ; 

3. To assist in making an objec- 
tive comparative evaluation of simi- 
lar products obtained from different 
' manufacturers; 
| 4. To establish a basis for deter- 
' mining the current usefulness of an 
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item (example, if a specially or- 
dered sponge had been requestd 
but once in a year, the question of 
keeping it in stock might be an- 
swered more intelligently than if 
the decision to keep or discard the 
item were based on guesswork). 


The Procedure Itself 


1. Time 

Plan far enough ahead that suf- 
ficient personnel will be avail- 
able at a given time to carry on 
with a minimum of interruption. To 
accomplish this the choice of time 
is important. Often the night hours 
are chosen, especially when a work- 
ing supply of Central Service items 
is maintained at the nurses’ station. 

It would seem necessary that the 
supervisor plan to be present for 
the entire period. 
2. Tools 

Clip board and pencil 

Small cart or anesthesia table 
—useful when boxes or cartons are 


only partially filled, or not labeled 
as to complete contents. The table 
allows the boxes or cartons to be 
placed at working level. 

Felt brush marking pen 

Plastic tape—colored 

Write-on pressure sensitive tape 
(autoclave type) 

Soft lead pencil 

Simple inventory 
sample) 
3. Personnel and their duties 

Two people can easily check equip- 
ment and supplies that are stored 
in an organized fashion and. la- 
beled correctly. Even though an 
inventory is not the part of usual 
activity in a C.S., labeling and stor- 
ing with the thought in mind that 
inventory may be taken will be 
well worth the little bit of extra ef- 
fort. Cartons should not be left on 
shelves with part of the contents 
used unless an appropriate marking 
indicates the amount inside. When- 
ever possible and practical, differ- 
Please turn to page 83 
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Building Maintenance 





Testing the conductivity of a floor with electrodes 
three feet apart; casters on all machines and cabinets 
are of conductive rubber. 


™ A SIMPLE LITTLE STATIC SPARK 
which might have passed unnoticed 
anywhere else resulted in a tragic 
explosion. While it occurred some 
years ago, hospital people still re- 
member it. It happened at Cumber- 
land Hospital in Brooklyn where 
a patient was undergoing a caesar- 
ean operation. The child had just 
been delivered when there was a 
sudden flash and a blast as the cy- 
clopropane gas exploded. The pa- 
tient died within the hour. It was 
the second such fatal accident in a 
U. S. hospital in three months. 

Though Cumberland Hospital had 
taken precautions, such as cotton 
gowns for the surgeons and metal 
chains on the anesthetic machine, 
its operating room floor was tile. It 
lacked a floor covering of conduc- 
tive material to drain off the static 
electricity. 

At the time of this incident, eu- 
phemistically called an “anesthetic 
misadventure”, The American Soci- 
ety of Anesthesiologists estimated 
that about once in every 75,000 op- 
erations a patient was killed or in- 
jured by such an accident. 

Since then, improved facilities 
and an increased sense of caution 
have reduced the proportion of 
these accidents. But, in 1952 it was 
said that less than 50 percent of 
our hospital operating rooms and 
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Conductive Floors 


in the Hospital 


Technical Editor 


only about 21 percent of the de- 
livery rooms were protected by 
conductive floors. Many more have 
been protected since. 

Few recently constructed hospi- 
tals would neglect the installation 
of such essential flooring in its haz- 
ardous sections, but there are still 
many old hospitals which are in- 
adequately protected or not pro- 
tected at all. 

Whether yours is a modern hos- 
pital with all the safety provisions 
intact, or an old one with partial, 
makeshift or no protection at all, 
it is well to know about conductive 
floors. 

It is not only necessary to know 
how to make old, unprotected op- 
erating and delivery rooms safe, but 
to understand how and why proper- 
ly installed conductive floors func- 
tion and how to protect them is 
equally essential. 

What is technically known as 
electrostatic discharges are common 
sparks that pass between two peo- 
ple, or a person and an object 
which are insulated from each oth- 
er. As long as these people are elec- 
trically coupled with each other or 
with other objects, no spark occurs. 
The floor, sometimes referred to as 
the “ground”, on which they stand 
is the principal conductor. 

If the floor were a continuous 


by Dave E. Smalley 


Better Building Maintenance 


sheet of metal, for example, it would 
be a thoroughly conductive floor. 
But if the people standing on the 
floor wore shoes with insulating 
soles they would not be coupled 
electrically. They would still be 
subject to a static spark upon con- 
tact. 

A floor can be too conductive. 
An all-metal completely conductive 
floor presents another kind of haz- 
ard. While standing upon such a 
floor without insulation from it, 
contact with an electrical instru- 
ment might cause a severe shock. 
An all-metal floor would be far too 
low in resistivity. 

The National Fire Protection As- 
sociation has set the following lim- 
its for the proper conductivity of 
floors: The resistance of the con- 
ductive floor shall be less than 1,- 
000,000 ohms and more than 25,000 
ohms. Tests are to be made by a 
special tester with two electrodes 
placed three feet apart. 

Earlier conductive floors, like ter- 
razzo, were installed with a series 
of connecting metal grids imbedded 
in the surface and the whole 
grounded, actually connected with 
the ground. By such a method the 
grids had to be small enough that 
all persons and objects in the room 


Please turn to page 78 


HOSPITAL MANAGEMENT 








HC 


JAN 





ACCOUNTING- 
RECORD KEEPING 


“BUILDING SERVICE 























goes a long way 








in helping every 





department head 


NURSING 


_ PURCHASING 


X-RAY - LABORATORY 








HOSPITAL MANAGEMENT + 105 WEST ADAMS STREET * CHICAGO 3 


JANUARY, 1959 65 











Food and Dietetics 





Abstracts of presentations at the meeting of the 


American Dietetic Association 


The Role of the Dietitian on the Nurs- 
ing Faculty 


by Florence E. Elliott, R.N. 


Director of Curriculum Conference Projeci 
National League for Nursing, Inc. 


New York, New York 


® IF NUTRITION AND DIET THERAPY are to be effectively 
taught in schools of nursing in hospitals, the dietitian 
should be a participating member of the nursing school 
faculty. She will not be a guest lecturer who comes in 
to teach a course but will share in the development of 
the curriculum. As the expert in nutrition and diet ther- 
apy, she works with the appropriate faculty group or 
groups as they seek to devise learning experiences 
through which students will develop understanding of 
nutrition as it relates to health and disease and a con- 
cept of the nurse’s role in relation to the nutrition of her 
patients. The basis for good working relations between 
dietitian and faculty, as well as for effective teaching of 
nutrition and diet therapy, can best be provided if the 
faculty clearly formulates the expectations it has for the 
dietitian’s contribution to the educational program and 
if the dietitian in turn makes sure that the faculty un- 
derstands the limitations within which she operates to 
make her contribution. 

Participating in the educational program as an in- 
structor and sharing in the responsibility for curriculum 
development requires that the dietitian have an under- 
standing of the current practice of nursing. Since the 
practice of nursing changes so rapidly as advances in 
medical research add to the complexities of medical 
care, it is extremely important that the dietitian have 
this thorough understanding of nursing, particularly 
nursing as the faculty expects the graduates of the 
school to practice it. 

Equally important is the knowledge of the faculty’s 
beliefs regarding the nurse’s role in relation to the pa- 
tient’s nutrition and diet, as well as what knowledge, 
attitudes and skills it seeks to develop in its students. 
An understanding of the kinds of learning experiences 
that are planned for the educational program and an 
ability to see nutrition and diet therapy as it relates to 
the total program rather than as a self-contained block 
of instruction and experience are also of prime impor- 
tance. 

The relationship between dietitian and faculty as they 
work together is best fostered if opportunities are pro- 


vided for continuous mutual interpretation and, if these 
opportunities are utilized, the faculty should interpret 
the nursing and the educational program, and the dieti- 
tian should keep the faculty abreast of new develop- 
ments in the field of nutrition and diet. Nursing has 
traveled a great distance since the days in which it as- 
sumed the responsibility for providing for the patient’s 
diet, and it sometimes has difficulty in identifying its 
practitioners’ needs in this area. Dietitian and faculty 
working together in curriculum planning have an op- 
portunity to contribute to clarification of this problem. # 


Solving Your Personnel Problems 


by H. Robert Cathcart 


Administrator 
Pennsylvania Hospital 
Philadelphia, Pennsylvania 


® CAREFUL OBSERVATIONS in larger urban food service 
departments has dramatically proved the lack of com- 
munication up and down the echelon of command. This 
is especially true of the communication up the echelon. 
However, when you do have an opportunity to listen to 
the kitchen worker “sound off’ you can immediately 
grasp an understanding of his unrest. Much of it is due 
to standards of behaviour which are quite acceptable 
in his society but undoubtedly very unacceptable to 
your professional behaviour code. He has found his code 
of behaviour by selecting certain obvious examples 
from our troubled world filled with leaders who are set- 
ting a new standard of behaviour. These conditions re- 
quire the best possible personnel administration. Fre- 
quently, this good administration is based upon uni- 
lateral decisions and a strong authoritative system. 
There should be no shame in the use of such manage- 
ment techniques. Good selective use of the various man- 
agement methods, according to the group with whic! 
you are working, will bring the best possible results. 

You have a vital management responsibility. To mect 
it you must develop a dual standard of personnel man- 
agement. For your professional staff, and perhaps for 
your supervisory and artisan groups made up of the 
chefs and bakers, you should undoubtedly try to exploit 
the advantages of democratic leadership and guidance. 
For the majority of the unskilled groups, a more auto- 
cratic approach is essential if desired results are to be 
obtained. 
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Always keep in mind that modern management phi- 
losophy, which has been so ardently promoted, was de- 
veloped for use by those with some educational back- 
ground and some sense of community responsibility. It 
was not developed for those lacking in these traits. Thus, 
group dynamics and democratic action make an excel- 
lent management philosophy for those properly pre- 
pared for these concepts. For others it is an invitation 
to anarchy. Firm control, alert supervision and quick 
unilateral decisions are necessary management charac- 
teristics. If group survival and accomplishment of goals 
is desired, group dynamics and unilateral decisions both 
have their place. Qualified dietetic department directors 
will know which managerial philosophy to use and why. 

My plea to you is not to be ashamed of autocratic ac- 
tion and authoritative rule. It has its place. Because of 
the earthshaking events and resulting shifting of moral 
and behaviour standards, some amount of positive di- 
rection is essential. Let us face this fact without reluc- 
tance. I suspect there is not enough of this type of posi- 
tive leadership in most food service departments. ae 


Human Relations in Administration 
by Jack R. Gibb, Ph.D. 


Research Professor 

Fels Group Dynamics Center 
University of Delaware 
Newark, New Jersey 


‘® THE SUCCESSFUL ADMINISTRATOR works with people, 
not with regulations, organizations, and things. 

When looking at administrative problems, the suc- 
cessful administrator must keep his attention upon 
seven basic factors in human relations: the people con- 
cerned, their perceptions, their attitudes, their amount 
of participation, the boundaries in which they work, the 
climate or atmosphere of work, and the methods of 
training. 

People are more important than the job. The success- 
ful administrator learns to relate to people as persons 
and not as tools in accomplishing organizational goals. 

The basic facts with which the executive works are 
the perceptions and feelings of the people with whom 
he is concerned, It is these facts which become the fac- 
tors in his decision-making. 

The group with which the administrator works must 
be clear as to the boundaries and freedoms in the situa- 
tion. Successful administration occurs when the group 
that is involved achieves a feeling of responsibility for 
the success of the group, becomes concerned in making 
decisions that further the goals of the group. As far as 
possible, aims and boundaries must be worked out with 
the participation of everyone concerned. 

The effectiveness of a supervisory act is often influ- 
enced more by the atmosphere in which the act occurs 
than by the act itself. Climates of work are achieved by 
people in interaction. » 


Skillful Decision-Making 


by Richard D. Vanderwarker 


Vice President and General Manager 
Memorial Center for Cancer and Allied Diseases 


New York City 
® ALL OF US ENJOY THE TITLE of an executive, but few 


of us relish the responsibility for decision-making it im- 
poses. For decision-making as a steady mental diet can 


be very trying. And for some of us—because of tem- 
perament or training—it can be sheer torture. 

The painful nature of decision-making explains the 
enthusiasm for its opposite, which is buck-passing. 
Passing the buck—the colloquialism for shifting to 
someone else the responsibility for making a decision— 
is a highly developed intra-organizational skill. 

Actually, buck-passing is the refuge of the timid ex- 
ecutive who wants to preserve his security by not stick- 
ing his neck out on decisions. It is, as we all know, only 
a temporary refuge at best. Sooner or later, the buck- 
passer is found out. 

And when opportunity for advancement comes, he is 
usually passed over. Certainly the individuals selected 
for top executive jobs are those who have demonstrated 
willingness, as well as judgment, in dealing with deci- 
sions. 

Perhaps former President Truman best defined the 
true executive as a decision-maker. “When I was Pres- 
ident,” he said, “I had a sign on my desk that read, ‘The 
buck stops here.’ ” 

If you can put a sign like that on your desk—and if 
those who work with you recognize its truth—you are 
an executive in fact, as well as in title. 

Yet the desire to sidestep the hard responsibility of 
decision-making is one with which we can all sympa- 
thize. Sometimes, in decision-making, it seems like you 
can never win. For in every decision, there are pros and 
cons to be weighed against each other. Therefore, no 
matter how wise a decision you make, something is lost. 
And often, with tough decisions, much is lost. 

Painful though decision-making may be, the execu- 
tive cannot escape it. It is inherent in his function. It is 
inalienably linked with his authority. It is, in fact, the 
mark of his office. 

But there is a bright side, too, For the ability to make 
decisions is what is now in such great demand. And if 
it is a hazardous occupation, it is certainly a well-re- 
warded one. 

Decision-making is therefore a major consideration 
and concern for anyone seeking to get ahead in an ex- 
ecutive capacity today. ® 


Lights Under Bushels 
by George Anderson 


Dudley-Anderson-Yutzy 
New York, New York 


® THE NUTRITIONIST of today is a rehabilitationist in 
every sense of the word. She is a new broom sweeping 
away the accumulated debris of malpractice, half-baked 
thinking and downright hokum that have made the 
matter of proper diet a prime target for 20 centuries of 
fools, fakes and fanatics. 

Does the commercial mass feeding organization pose 
a threat to the professional nutritionist? Personally, I 
think this question is academic. What each of you 
should be asking of yourselves is this: 

Have I sold myself to management, to the medical 
profession, to the nursing profession? 

Have I made them so cognizant of my role in the 
therapeutic process that my loss would be considered a 
body blow to the cause of progress in better health and 
feeding. 

If your answer to these questions is in the affirmative, 
the first question need never disturb you. 

There is a big, positive job of communication to be 
done in the community, among the educators and among 
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the very academic institutions that most directly influ- 
ence enrollment in the college home economic depart- 
ments. The bright young women pouring out of the na- 
tion’s high schools must be sold on dietetics as a career 
that promises intellectual stimulation, professional dig- 
nity and, most important of all, the knowledge that this 
is a job too big and too important for any but the best 
talents we have. 

The modern dietitian can gain a sense of self-perspec- 
tive by analyzing her intellectual makeup and delineat- 
ing her role in the field of therapy and physical-mental 
rehabilitation. 

There are shortcomings in the attitude of many dieti- 
tians toward their profession. A feeling of dilettantism 
is hurting their reputation in those areas where their 
function is most vital. A vigorous program of informa- 
tion and education in winning for dietetics the public 
support it needs is important. It is necessary to impress 
upon the mind of the dietitian and nutritionist the im- 
portance with which those outside the field view her 
function and in this way help her to convey that feeling 
to those individuals and organizations with whom she 
is in daily contact. = 


The Dietitian’s Responsibility As a 
Member of the Management Team 


by Albert W. Snoke, M.D. 


Director 
Grace-New Haven Community Hospital 
New Haven, Connecticut 


® THE DIETARY DEPARTMENT of a hospital is one of the 
most important components of the institution affecting 
patient and public relations. It is second only to the 
nursing department in budget and personnel, and pre- 
sents a link to the patient between home and hospital 
because of the food service. Patients may not be experts 
in backrubs or sutures, but they all regard themselves 
experts on the quality and temperature of food and can 
make very cogent comparisons. 

The dietitian should be an important and integral part 
of the management team of any hospital. The lines of 
communication and authority should be developed in 
such a manner that the dietitian should be a member of 
the management team which, led by the administrator, 
should concern itself with all aspects of direct hospital 
operation. 

In many hospitals, dietitians are not considered or 
afforded the opportunity or responsibility of being part 
of this management team. 

If the dietitian is not competent, or considers herself 
as a high-class cook only, it is not hard to understand 
why the administrator may ignore her in internal man- 
agement problems of the hospital. On the other hand, 
there are hospitals in which the dietitian is extremely 








competent, but never sees the administrator except 
when there is a complaint about cold food, high food 
costs, or when a special dinner is needed for the Board 
of Trustees. 

Management of hospitals today revolves around the 
team approach with participation of highly skilled ex- 
perts in their own particular field. The dietitian needs 
to be properly trained in her own specialty and to have 
adequate training and experience in personnel adminis- 
tration and management organization. 

When such an individual is available, the administri- 
tor should arrange his administrative and management 
organization in such a way that maximum use can be 
made of this professional individual. a 


The Importance of Sanitation and 
Safety in Quality Food Service 


by Leland J. Mamer 


Engineering Assistant to the Executive Director 
St. Luke's Hospital 
New York, New York 


™ A GOOD PREVENTIVE MAINTENANCE PROGRAM must be 
worked out in cooperation with the chief dietitian. This 
means good cooperation and understanding between the 
chief engineer and the chief dietitian as well as the em- 
ployees in both departments. 

It is important for the chief engineer to have a 
knowledge of sanitation and its importance in the 
preparation and serving of food. Maintenance of ade- 
quate hand washing facilities for the employees in the 
dietary department is important, especially in all food 
preparation areas. Keeping equipment operating at 
proper temperatures, such as steam cooking equipment 
or refrigeration equipment, plus thorough cleaning is 
important to good sanitation. 

The engineer can assist the dietary personnel in 
proper cleaning of equipment by seeing to it that all 
equipment is installed for ease of cleaning. Also, that as 
a part of the maintenance program, the thorough clean- 
ing of equipment could be scheduled at the same time it 
was being taken out of service for a regular check-up 
by the maintenance mechanic. This should be planned 
by the engineer and the dietitian when making out a 
schedule for maintenance of equipment. 

As a part of a good maintenance program, the dieti- 
tian should request the engineer to assist her in training 
dietary personnel in proper operation and handling of 
equipment. This is essential in keeping breakdowns to a 
minimum as well as in maintaining efficient operation. 
It will help also in preventing accidents that do occur 
because of a lack of knowledge on the part of the op- 
erators of equipment. A part of this training program 
would include information on fire prevention as well as 
safety and the engineer is the best qualified person to 
teach these subjects. 

The engineer should be informed by the dietitian of 
the importance of good food service in the successful 
operation of her department. He should be made aware 
of the fact that food production as well as food service 
is greatly affected when equipment is not operating 
properly or is out of order. The more the engineer can 
learn about the function and operation of the dietary 
department, the better he can instruct his mechanics in 
doing their job more effectively. 

Understanding and cooperation must exist between 
the engineer and the dietitian and their departments in 
order to have a satisfactorily operating dietary depa:t- 
ment in any organization. s 
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Admiral Semmes Hotel, Mobile, 
Alabama. 
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Jefferson Hotel, St. Louis, Missouri. 
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souri. 
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February 


9-12... 


March 


National Association of Operat- 
ing Room Nurses, Shamrock-Hilton 
Hotel, Houston, Texas. 


. Georgia Hospital Association, Fon 


. Louisiana 


Air Hotel, Augusta, Georgia. 


Hospital Association, 
Bellemont Motor Hotel, Baton 
Rouge, Louisiana. 


. Wisconsin Hospital Association, 


Hotel Schroeder, Milwaukee, Wis- 
consin. 


New England Hospital Assembly, 
Statler Hotel, Boston, Massachu- 
setts, 


31-April 2 Kentucky Hospital Association, 


April 


Phoenix Hotel, Lexington, Ken- 
tucky. 


. . Mid-West Hospital Association, 


Municipal Auditorium, Kansas City, 
Missouri. 


. Ohio Hospital Association, Desh- 


ler-Hilton Hotel and the Veterans 
Memorial Auditorium, Columbus, 


Ohio. 


. Southeastern Hospital Conference, 


Atlanta Biltmore Hotel, Atlanta, 
Georgia. 


. New Mexico Hospital Association, 


Hilton Hotel, Albuquerque, New 
Mexico. 


. National Geriatrics Society, Ho- 


tel Morrison, Chicago, Illinois. 


. Carolinas-Virginias Hospital Con- 


23-24... 


27-29... 


ference, Hotel Roanoke, Roanoke, 
Virginia. 


lowa Hospital Association, Savery 
Hotel, Des Moines, lowa. 


Tri-State Hospital Assembly, °al- 
mer House, Chicago, Ill. 


27-May | National Association for Practical 


May 


Nurse Education, Inc., the Nether- 
land Hilton Hotel, Cincinnati, 
Ohio. 


. Association of Western Hospitals, 


Utah Hotel, Salt Lake City, Utah. 


- Tennessee Hospital Association, 


Andrew Jackson Hotel, Nashville, 
Tenn. 
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How well we keep the world’s peace depends 
first on how well we keep the world’s people. 


If great injustices, if inequalities in health, 
food or education exist anywhere...we all face 
a constant threat to peace. 


Now 19 Specialized United Nations agencies 
and international organizations work around 
the world to eliminate these inequalities, to 
diminish these basic causes of wars. 


Their activities. ..plus the more publicized po- 


WE BELIEVE 


litical discussions... make the United Nations 
mankind's last great instrwment of survival. 


Be an ambassador of the United Nations 
in your neighborhood. Our government— 
officially and actively—supports the United 
Nations, but it is your good will and under- 
standing that is its best guarantee of con- 
tinued success. To receive the informative 
free pamphlet, “The UN in Action,” write: 
United States Committee for the United 
Nations, Box 1958, Washington 13, D.C. 


UNITED STATES COMMITTEE FOR THE UNITED NATIONS, BOX 1958, WASHINGTON 13, D.C. 
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Monthly Menus * Recipes on following page 


Thursday 


Friday 


Saturday 





Breakfast 


Dinner 


Supper 


Pink grapefruit half 

Hot or ready to eat cereal 
Country sausage 

Cinnamon bun 


Mulled tomato juice 
Roast loin of pork 
Brazil nut yam puff 
Broccoli 

Cherry waldorf salad 
Nesselrede pudding 
Bell cookies 


Swiss potato soup 
Chicken sandwich au gratin 
Orange - cranberry salad 
Egg nog tart 
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Fresh pineapple wedges 
Hot or ready to eat cereal 
Scrapple 

Cinnamon twists 


Salmon croquettes-tomato sauce 
Watercress potatoes 

Peas 

Vegetable jackstraws 

Frosted fruit cocktail 


Deviled eggs sardines 
on lettuce 
Delmonico potatoes 
Cole slaw 
Lemon meringue bread pudding 


Orange slices 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Panned liver with bacon 
Parisienne potatoes 
Peas and carrots 
Shredded lettuce 
Steamed date pudding 
nutmeg sauce 


Corn chowder 

Veal turnover with vegetables 
Tomato cucumber salad 
Pineapple cherry bavarian cream 





Breakfast 


Dinner 


Supper 


Baked cherry rhubarb 
Hot or ready to eat cereal 
3 minute egg 

Toast 


Roast Virginia ham 
Parsley potato balls 
Paprika cauliflower 
Chiffonade salad 

Mincemeat jelly roll 


Cream of celery soup 
Shepherd's pie 

Polka dot salad 
Butterscotch float 


Grape nectar 

Hot or ready to eat cereal 
Scrambled eggs 

Toast 


Panned perch tartar sauce 
Parslied potatoes 
Pimiento wax beans 
Endive tomato salad 
Candied broiled grapefruit 


Jungle soup 

Tuna fish noodle casserole 
Macedoine salad 

Frozen lemon cake 


Orange juice 

Hot or ready to eat cereal 
Omelet 

Toast 


Reast fresh ham 
Whipped potatoes 
Brussels sprouts 

Glazed apple salad 
Refrigerator cheese cake 


Scotch broth 
Chicken shortcake 
Piquant egg salad 
Snowy brownies 





Breakfast 


Dinner 


Supper 


Orange slices 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Paprika chicken 

Chantilly potatoes 
Shredded carrots 

Ripe olives-celery curls 
Cranberry ice cream sundae 


Minestrone 

Frizzled beef on rusk 
Potato flakes 
Adirondack salad 
Emerald floating island 


Baked apple 
Hot or ready to eat cereal 
Shirred egg 
Raisin toast 


Curried halibut steak 

Hash brown potatoes 
Stewed tomatoes 

Lettuce wedge herb dressing 
Four fruit pudding 


Fish chowder 

Tomato cheese rarebit 
Spinach apple salad 
Fruited gelatine pie 


Stewed apricots 

Hot or ready to eat cereal 

Poached egg on toast 
cream sauce 


Barbecued hamburger bun 
Shoestring potatoes 

Egg plant creole 

Pickles relishes 

Apple pan dowdy 


Dixie chowder 

Braised tongue mustard sauce 
Potato cakes 

Golden glow salad 

Frozen blueberries 





Breakfast 


Dinner 


Supper 


Prune juice 

Hot or ready to eat cereal 
Omelet 

Toast 


Veal with dumplings 
Glazed sweet potatoes 
Corn and zucchini 
Lettuce tomato salad 
Peppermint tapioca 


Cream of asparagus soup 

Stuffed green pepper 

Green bean and celery salad 

Orange marmalade ice cream 
sundae 


Kadota figs 

Hot or ready to eat cereal 
Scrambled eggs 

Toast 


Golden crusted perch tartar sauce 
Butter crumb potatoes 

Stewed tomatoes 

Shredded lettuce 

Orange date ambrosia 


Clam chowder 

Deviled eggs sardines on lettuce 
Delmonico potatoes 

Cole slaw 

Lemon meringue bread pudding 


Sliced oranges 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Cushion roast of lamb 

Browned potatoes 

Cauliflower au gratin 

Lettuce russian dressing 
Pineapple - strawberry compote 


Hot vegetable juice 
Beef biscuit roll* 
Peach bloom salad 
Chocolate layer cake 





Breakfast 


Dinner 


Supper 


Baked rhubarb 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Chicken tetrazzni 
Frozen lima beans 
Vegetable salad mould 
Brownies a la mode 


Vegetable soup 
Ham and cheese roll 
Hash brown potatoes 
Citrus fruit salad 
Date torte 


Bananas cream 

Hot or ready to eat cereal 
Baked egg 

Toast 


Fish fillet amardine* 
Pittsburgh potatoes 
Mashed turnips 

Cole slaw 

Orange spice cake 


Lentil soup 

Kippered salmon egg salad 
Cornbread sticks 

Krispy relishes 

Cranberry sherbet 


Tomato juice 

Hot or ready to eat cereal 
Scrambled eggs 

Toast 


Danish pork chops 
Duchess potatoes 
Brussels sprouts 
Lettuce wedge 
Baked apple 


Okra soup 

Braised lamb shank 
Spanish rice 
Tossed green salad 
Macaroons 
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Sunday Monday Tuesday Wednesday 





4 Pineapple juice 5 Bananas cream 6 Cinnamon prunes 7 Apple juice 

Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Scrapple Poached egg Scrambled eggs Crisp bacon 
Pecan coffee cake Toast Toast Kolaci 


e e s 
Yankee pot roast 
Resse, aeckctiny Breaded veal cutlet Golden brown potatoes Fillet of lamb - currant jelly 
f sanceanes ieneie Mashed potatoes Diced carrots Potato cakes 
Dumplings Harvard beets Mexican salad Scalloped turnips 
Frozen asparagus Fruit salad B'ueberry cobbler Corn - pimiento relish 
; ; DeLuxe bread pudding Spiced peach 
Jellied cranberry ring e piced p 
Caramel nut sundae 


e Tomato bisque 
e Chicken chow mein e 
Vegetable soup chinese noodles 
Creole soup Broiled lamb pattie Steamed rice Potato chowder 
Escalloped potatoes with ham Cottage potatoes Toasted french bread Corned beef pattie 
Normandy salad Tossed green salad Stuffed celery salad Tomato cottage cheese sa'ad 
Fudge bars Vienna tart Ambrosia Fruited chocolate eclair 





Fruit nectar Grapefruit half Blended fruit juice Stewed peaches 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Sausage links Baked egg 3 minute egg Shirred egg 
German coffe twist* Toast Toast Toast 
e@ e e e 
a giblet gravy Beef a la mode Swiss steak Roast leg of veal 
Frozen broccoli Oven brown potatoes Franconia potatoes Maitre d’hotel potatoes 
Cranberry sauce-olives Braised celery Creamy corn Peas ’ 
Banana ice cream A-B-C salad Tossed salad greens Lettuce 1000 island dressing 
. Iced apricot tart Cherry red pudding Rolled apple dumpling 
e 


e + a 
Bouillon 


Mock chile con carne Oxtail soup French onion soup Julienne soup 

Whole wheat bread and Canadian bacon Grilled bologna Macaroni and ham au gratin 
butter sandwiches Lima bean cassero!e Spanish potatoes Hot biscuits jam 

Pineapple-cheese salad Spiced peach salad Wreath salad Vegetable combination salad 

Iced graham crackers Butterfly cup cake Danish custard Qatmeal cookies 








Frozen strawberries Blue plums Pineapple wedges Tangerine juice 

Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Scrapple 3 minute egg Shirred egg Sausage pattie 

Swedish rolls Toast Raisin toast Brioche 


a e 8 e 
Broiled lamb chops L creole style 
Mashed ning Roast round of beef bach abi eae 
Savory green beans Pan — potatoes Green beans Radish buds - olives 
Persimmon - pineapple salad a i, hollandaise sauce Red cabbage salad spiced crabapples 
Maple pecan ice cream sundae pple medley salad Mincemeat pudding Candied fruit bars 

Cabinet pudding 
td a > 
e 

Assorted co!d cuts : Chilled fruit juice Consomme 
Hot potato salad Hot roast veal sandwich Spaghetti italienne with tiny Cubed steak 
Fresh grapes Julienne potatoes meat balls Broiled potato slices 
Fruit cake cookies Frozen fruit salad Marinated cucumbers Tossed salad greens 
Hot cocoa Angel food pastries Pumpkin chiffon tart Bing cherries 


Vermont chicken pie 
Franconia potatoes Riced potatoes 








Fresh grapes Baked rhubarb Dried fruit compote Grapefruit half 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Crisp bacon : 3 minute egg Poached egg Link sausage 
Cornmeal puffs jelly Toast Cinnamon toast Pecan coffee cake 

& e e e 
Blended fruit juice i 
Roast capon gravy Grilled ham steak, hawaiian Braised short ribs of beef 
Bu. crumb noodles Duchess potatoes — brown potatoes 
Creole celery Peas imiento wax beans 
Cranberry orange mould Chinese cabbage salad Carrot ore 
Frozen egg nog Snow top apple Caramel blanc mange 

* e ° 
Vegetable soup Cream of corn soup 
Stuffed tomato crabmeat salad Parslied potato soup Co!d roast pork Alphabet soup 
Lyonnaise potatoes Hot roast veal sandwich Macaroni au gratin Lamb pot pie - biscuit topping 
Krispy relishes Frozen fruit salad Winter garden salad Cucumbers sour cream dressing 
Fruit jumbles Angel food pastries Apple pinwheel lemon sauce Banana custard tart 


Savory drumsticks 
Potato puff 
Harvard beets 
Pacific fruit salad 
Pumpkin cookies 





Broilers and Fryers 


Vegetable fats and oils 


Canned and frozen peas 
Potatoes Apples Walnuts Dates 
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Selected Recipes From Preceeding Menus 


German Coffeecake 


Ingredients Wt or Amt Measure 
All purpose mix 2 lb 2 qt 
Sugar 1 lb 4 oz 2c 
Nutmeg 1 tsp 1 tsp 
Cinnamon 1 tsp 1 tsp 
Milk or 2%c¢ 2%c¢ 
*nonfat dry 
milk 3 0z %c 
and water 2%c¢ 2%c 
Eggs 1 lb 2c (8 to 10) 


50 portions 








Topping 


Brown sugar 12 oz l%e 
(firmly packed) 
1 tbsp 
4 tbsp 
4 tbsp 


Cinnamon 1 tbsp 
Flour 4 tbsp 
Butter 2 oz 
Nuts coarsely 

chopped 8 oz 2c 


Blend dry ingredients with flat beater at low speed 1 
minute. 

Add 1% c. of the milk; mix 1 minute; scrape beater 
and bowl and mix 1 minute longer; scrape down. 

Beat eggs; carefully combine remainder of milk with 
beaten eggs. 
’ Add egg mixture gradually to other mixture; mix 1 
minute; scrape down and mix 1 minute longer; scrape 
down, change to medium speed, and mix 10 seconds; 
pour batter into two greased pans (14 by 9 by 2). 

Blend ingredients for topping with fork; sprinkle over 
batter; bake in moderate (350) oven for 30 to 35 min- 
utes. 


*Note: With nonfat dry milk, add the dry milk to the 
mix and blend thoroughly. 
Proceed as directed, using water instead of milk. 


Beef Biscuit Roll 50 portions 





Ingredients Wt or Amt 
Beef, ground 8 lb 
Fat 8 oz 
Onions, ground 1 lb 
Salt 2 tbsp 
Pepper 1% tsp 
Thick brown gravy 1% qt 


Measure 





Thick brown gravy 


Meat stock, hot 
Flour 

Meat stock, cold 
Salt 

Pepper 


Biscuit Roll 

Flour 3 lb 
Baking powder 3 0z 
Salt 1% tbsp 
Shortening 9 oz 
Milk 4% e¢ 


Saute meat in fat with ground onions; add salt and 
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pepper; cook until meat is nicely browned; drain off ex- 
cess fat from meat and use to make gravy. 

Add the 1% qt of thick brown gravy; mix together; 
cool. 


Gravy 


Heat 3 cups of meat stock. 

Add the 3 cups of cold meat stock to the flour and 
mix to a smooth paste. 

Stir into hot stock; add salt and pepper; cook until 
thickened and there is no starchy flavor (15 to 20 min- 
utes). 


Biscuit Roll 


Sift flour, baking powder and salt together; put into 
bowl of mixer. 

Add shortening and blend with flat beater at low 
speed for 5 minutes. 

Add milk and mix 30 seconds at low speed. 

Turn dough out on lightly floured board; divide into 
fourths; knead lightly 5 to 6 times. 

Roll % inch thick into oblong shape about 12 by 15 
inches. 

Spread each with 4% of meat mixture; roll up like 
jelly roll and cut into 1 inch slices. 

Place on greased un pans, cut side down. 

Bake in hot (450) oven for 20 to 25 minutes. 


Fish Fillets Amandine 50 portions 





Wt or Amt 


Fillets, fresh or frozen 12 to 14 lb 
Almonds 11 oz 
Butter or margarine 1% lb 
Lemon juice 4 
Lemon peel, grated 6 tbsp 
Salt 1 oz 
Pepper 1% tsp 
Ac’cent 1 tbsp 


Measure 


12 to 14 lb 


Ingredients 





Defrost fillets; separate into approximately 4 oz por- 
tions arrange on sheet pans. 

Toast almonds in oven until evenly browned; chop 
coarsely. 

Soften butter; add chopped almonds and remaining 
ingredients; spread on fillets. 

Bake in moderate (350) oven for 10 to 12 minutes. 


Cherry Red Pudding 32 portions (1'/2c) 





Ingredients Wt Measure 


2and1/'c 
2 and 3/4 qt 





Cherry gelatin 
Hot water and cherry juice 

(140 to 160 F) 
Halved and pitted canned 

white cherries 1% lb 
Sliced bananas 1 lb 2 oz 
Chopped blanched almonds 4 oz 


Dissolve gelatin in hot liquid; chill until slightly 
thickened. 

Fold fruit and almonds into gelatin; turn into indi- 
vidual molds and chill until firm. 

Serve plain or with sweetened whipped cream; top 
with additional banana slices or toasted almonds, if ce- 
sired. 
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KLICKA 
Continued from page 40 


of privacy will be restored to pa- 
tients and will be taken for granted 
as privacy in hotel accommodations 
have always been. 


House Physicians 


Shortly after admission the pa- 
tient will be visited by a physician 
who will introduce himself as the 
resident on the service that the pa- 
tient was admitted to, this being 
one of the medical or surgical 
specialties. The interne will not be 
in evidence inasmuch as internships 
will have been discontinued by this 
time. The training that internes 
previously had obtained in hospitals 
is now a part of their medical 
school education. The resident will 
be a young physician receiving his 
specialty training and as such he 
will take the patient’s history and 
physical and begin the treatment 
that he and the attending physician 
had planned for the patient. 

During his illness in the hospital 
the patient will see essentially the 
same types of personnel as he saw 
when he had been in the hospital 
ten years previously, but he is 
aware of the fact that many of the 
technical procedures that were pre- 
viously the responsibility of the in- 
terne are now carried on by special- 
ly trained technicians. This may 
give the patient the feeling that his 
treatment is somewhat less person- 
al than it previously was. On the 
other hand, he will get the impres- 
sion of a systematic approach to his 
treatment. If he is a patient in a 
hospital affiliated with a medical 
school, senior medical students will 
be very much in evidence. They will 
give the patient the type of service 
that he previously identified as in- 
terne service. In those hospitals 
without a direct affiliation with a 
medical school, the technician serv- 
ice will prevail. 

The graduate nurse will be in 
short supply as she was back in 
the 50’s. This was the period when 
hospitals learned to give nursing 
care with a minimum graduate 
nursing staff. Since then the use of 
the nurse as a team leader has in- 
creased. Her work is primarily that 
of direction from the nurses’ sta- 
tion where she supervises the tech- 
nicians who are responsible for 
many of the details of patient treat- 
ment. By 1965 the nurse has learned 
te move about the floor in the 
course of her duties. As a result the 
patient sees the nurse quite fre- 
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quently as she walks from room to 
room paying attention to the man- 
ner with which treatment is ad- 
ministered. This gives the patient 
a comfortable feeling that his treat- 
ment is properly supervised. Good 
organization is in evidence in his 
over-all pattern of care. 

The patient is subject to many 
laboratory tests while he is in the 
hospital but he may not be con- 
scious of this inasmuch as _ blood 
samples and the secretions from his 
body are collected by the technicians 
in a coordinated manner so as to 
cause him the least amount of dis- 
comfort. The blood sample drawn is 
no larger than was drawn back in 
the 1950’s although many more 
tests can be run on the sample. 
Micro methods are now in common 
use. The specimens are taken to 
laboratories which occupy a much 
larger space in proportion to the 
hospital than was true in the 50’s. 
In those days it was common for 
the hospital laboratories to occupy 
10 to 15 net square feet per bed in 
the hospital. In 1965 this figure has 
risen to between 75 and 100 sq. ft. 
and in those hospitals that do re- 
search the figure approaches 200 
sq. ft. per bed. a 


This will be continued in the 
February issue. 
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Teaching Other 


Condition hospitals hospitals 





Coronary 

occlusion 19 28 
Gastro- 

intestinal 

perforation 7 
Fractured skull 5 
Prostatectomy 6 


Regionalization Tendency 


A corollary finding of interest 
emerges from this Saskatchewan 
study. There has been much reason 
to advocate regional organization 
of hospital services, with the con- 
ception that in a hospital region 
or state, the serious and complex 
cases would be referred from small 
peripheral hospitals to large central 
ones. To what extent does this “re- 
gional” sort of referral of cases oc- 
cur naturally, without a formal 
organization of hospital regions? 

In Saskatchewan, it appears that 
a great deal of such regional refer- 
ral of cases from small to large hos- 
pitals occurs naturally, and its ex- 


tent appears, quite reasonably, to 
depend on the relative seriousness 
of the surgical procedure. 

Average postoperative case-fa- 
tality rates would seem to be a re- 
liable index of the general serious- 
ness and complexity of an operative 
procedure. Using this criterion, one 
would expect a higher proportion 
of cases of surgical operation with 
a high average case-fatality rate to 
be performed in the larger hospitals 
than of those operations having a 
low case-fatality rate. This is, in- 
deed, found to occur in Saskatche- 
wan. 

Of all general hospital beds in the 
province, 52.0 percent are in hos- 
pitals of 100 bed capacity or more, 
24.6 percent are in the 25 to 99 
bed hospitals, and 23.4 percent are 
in the small hospitals of under 25 
beds.’ The data in table 6 show that 
for appendectomies, with their low 
case-fatality rate of only two per 
1000, there is no centralizing re- 
ferral tendency at all. In fact, only 
40.5 percent of the appendectomies 
are performed in the large hospitals 
containing 52.0 percent of the beds, 
while 32.5 percent of them are per- 
formed in the small hospitals with 
only 23.4 percent of the beds. 

For herniotomies, with an over- 
all case-fatality rate of six per 1000, 
there is a slight centralizing refer- 
ral tendency. Only 18.9 percent of 
these operations are being per- 
formed in the small hospitals con- 
taining 23.4 percent of the beds, the 
rest being done in the medium and 
large hospitals. 

For hysterectomies, with a sim- 
ilar case-fatality rate of six per 
1000, the centralizing tendency is 
much greater. In the small hospitals 
(23.4 percent of the beds) only 8.6 
percent of these operations are per- 
formed, while in the large hospitals 
(52.0 percent of the beds) 72.3 per- 
cent are done. Undoubtedly, this is 
influenced by the tendency to re- 
gard this particular operation as the 
province of a specialist in gynecol- 
ogy (found only in the larger 
cities), while appendectomies and 
herniotomies are commonly per- 
formed by a general surgeon or a 
general practitioner. 

Cholecystectomies are more seri- 
ous, with a case-fatality rate of 15 
per 1000. Only 9.8 percent of these 
are performed in the small hospitals 
(23.4 percent of the beds), while 
66.7 percent are done in the large 
hospitals (52.0 percent of the beds). 


Please turn to page !01 


‘Saskatchewan Department of Public Health, 
Report of General Hospitals 1955, Regina, 
1957, 
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SMALLEY 
Continued from page 64 


could not escape electrical contact. 
Table legs, for instance, might be 
so set as to miss all grids and there- 
by become insulated. This type of 
conduction is no longer approved, 
not only because it is fallible, but 
because the resistivity is too low, 
much the same as that of an all 
metal floor. 


Conductive Floors 


Approved conductive floors now 
contain a material which is conduc- 
tive. Almost any kind of flooring 
can be made conductive — ceramic 
tile, vinyl tile, linoleum, terrazzo, 
concrete and even rubber which is 
a natural insulator. Such conduc- 
tive materials as acetylene black are 
used extensively in the floor mix. 
The acetylene particles form chains 
instead of groups, insuring unbro- 
ken contact. Oxychloride floors are 
a cement formed by the reaction of 
copper particles in a gel of mineral 
salts and oxides. In fact, a conduc- 
tive oxychloride terrazzo floor can 
be installed over any solid subfloor, 
even wood. 

Quoting from the Underwriters 
Laboratories’ manual on Hazardous 
Location Equipment: “To dissipate 
static electrical charges which may 
be present on persons or moveable 
equipment before entering the haz- 
ardous area, these conductiv: floor- 
ings should extend into rooms and 
corridors immediately serving or 
communicating with the hazardous 
area”. 

If the floor is not conductive, it 
can be made so at no great cost 
by simply installing a conductive 
resilient floor over the present floor. 
Conductive rubber tile is the most 
resilient, provides the greatest fcot 
comfort and is easy to maintain. 
Conductive vinyl-mastic is slightly 
less resilient and slightly more ex- 
pensive than rubber, but it is prac- 
tically proof against ordinary chem- 
icals, some of which are injurious 
to rubber. 

Vinyl-asbestos conductive tile is 
less expensive than vinyl-plastic 
and is just as resistant to chem- 
icals, It is not as resilient and there- 
fore is less comfortable underfoot. 
Conductive asphalt tile is the least 
expensive of the resilient floors, but 
is also the least resilient. It is sof- 
tened by grease, oils and mineral 
solvents but it is not affected by al- 
cohol. Conductive ceramic tile seems 
to be the most popular today. 


78 


Safety Factors 


A conductive floor alone does not 
solve the hazard of electrostatic 
discharges. People in the room must 
be electrically coupled with the 
floor. They must wear conductive 
footwear. All equipment in the 
room must be electrically coupled 
with the floor, either with con- 
ductive casters or drag chains. The 
operating table and the patient on 
it must be coupled with the rest of 
the persons and contactable objects 
in the room. 

The anesthetist and the gas ma- 
chine are the most important links 
in the anti-static chain. The anes- 
thetist has a triple connection to the 
conductive floor. His stool should be 
grounded to the floor either by con- 
ductive rubber tips or by drag 
chain. The seat should be unpainted 
and uncovered. His garments should 
be directly in contact with the met- 
al seat. If a pad is used it must be 
of conductive rubber. 


Frequent Testing Necessary 


So important do some hospitals 
consider the conductivity of their 
operating and delivery room floors 
that conductive tests are made 
monthly with special testers. Some 
conductive floors, after a time, are 
said to lose their conductivity. Ac- 
cumulations from usage and inade- 
quate cleaning may develop an in- 
sulating film. Certainly conductive 
floors should be kept clean at all 
times to insure complete effective- 
ness. 

Some hospitals also have testing 
devices for measuring the conduc- 
tivity of shoes, whose soles of which 
may become coated with a non-con- 
ductive film. Hartford Hospital in 
Connecticut made their own tester 
for shoes at a cost of $50.00. 

The high potential of an electro- 
static discharge may be better un- 
derstood when it is known that the 
removal of a sheet from the operat- 
ing table may leave the table 
charged with a potential of ten 
thousand volts. Rubbing the sheet or 
mattress vigorously with the hand 
may create charges of similar mag- 
nitude. A person rising from an an- 
esthetist’s stool may acquire thereby 
as much as one thousand volts. 
Walking or scuffing the shoes on the 
floor may create a potential fully as 
high. Such build-ups of electrostatic 
charges will not occur unless certain 
conditions prevail. Dry air in the 
room is more hazardous than fairly 
humid atmosphere. Some materials 
develop more static charge than 
others, but any object may accumu- 


late a spark producing electrostatic 
charge if it is not connected to the 
conductive floor, “ground”, by a 
path lower in resistance than that 
through the air. 


Maintenance Of Conductive Floors 


Conductive floors should be kept 
clean. They should be mopped 
every day during use and in some 
cases, after each operation. Soap is 
not recommended as it tends to leave 
a scum. If a rubber floor is involved, 
soap may be detrimental. Synthetic 
detergents derived from sulfated 
alcohol or sulfonated hydrocarbons, 
are preferred. They are good 
cleansing agents, work equally well 
in hard or soft water and leave no 
residue of their own. Mild alkaline 
cleaners, such as modified soda, 
equal parts carbonate and bicarbo- 
nate of soda, may be used with 
safety on asphalt, vinyl and rubber, 
but not on linoleum or terrazzo. Al- 
ways rinse well. 

For stubborn stains a mild abra- 
sive may be used, but abrasives 
should be used with discretion on 
some conductive floors lest the con- 
ductive chain on the surface be dis- 
turbed. 

No sealer should be used on a 
conductive floor, since it would 
likely become an insulation. Neither 
should any type of oil treatment be 
used. Even the use of oily or wax- 
treated dust mops_ should be 
avoided. Conventional floor waxes 
and emulsified resin treatments 
should not be used. There are, how- 
ever, some specially prepared floor 
waxes which are said to be conduc- 
tive and which are designed for use 
on conductive floors. The Under- 
writer’s Laboratories lists some 
such waxes which they have tested 
and now approve for the purpose. 

A year or two ago one of the 
large carpet manufacturers claimed 
to have developed an anti-static 
spray which could be applied to 
carpeting to make the latter tem- 
porarily conductive, preventing the 
static sparks commonly created by 
walking over the carpeting. It was 
thought at the time that the spray 
might make any surface temporarily 
conductive, but we have had no 
conclusive evidence that it will 
serve such a purpose. 

Uncertain safety is little more as- 
suring than no safety at all. Espe- 
cially in such vital areas as the op- 
erating and delivery rooms of the 
hospital half-way measures are lit- 
tle better than none at all. Ard 
even where the protective syste:n 
is complete, it must be kept und:r 
constant surveillance to be sure no 
part of it is failing. a 
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Aides are lectured on the 


® A MINOR INVESTMENT in employee 
relations has paid substantial div- 
idends for MacNeal Memorial Hos- 
pital in Berwyn, Illinois. MacNeal’s 
“on-the-job” training program for 
nurse aides has raised employee 
morale and increased the efficiency 
of the hospital’s nursing staff 25 
percent. 

In the spring of 1957, MacNeal 


proper use of the 
thermometer. 


hospital was troubled by low em- 
ployee morale and a nursing short- 
age caused by the increased de- 
mands for MacNeal’s services. 

“Cooperation between aides and 
nurses was very poor,” says Francis 
J. McCarthy, MacNeal administra- 
tor. 

“Doctors and nurses regarded the 


* aides as menial laborers. Aides also 


The basic art of bed-making is practiced by nurses’ aides, Janice Crim and 
Dianne Kaucky. Supervising is Miss Jacqueline Smalstig, R.N., course 


instructor 
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Nurse Aide 


Training Program 


by F. Thomas Bertsche 


looked down upon themselves and 
their work. This dissatisfaction was 
reflected in the performance of their 
duties.” 

Frequently aides were found 
standing idle while work remained 
to be done. When questioned, they 
replied they were “waiting to be 
told what to do next.” Although 
they always completed their “as- 
signed” work, they lacked initiative 
and positive interest in their jobs. 

The nurse aide training program, 
which was designed to raise the 
aides’ stature and increase their effi- 
ciency, has changed all. The course 
generated a lively interest in pa- 
tient care among the aides—an in- 
terest that extends beyond minimum 
duty requirements. 

Now, together with the doctors 
and nurses, the aides are members 
of a “team” working for better pa- 
tient care. Their job has taken on 
new meaning for them. They now 
know what to do and, more im- 
portant, why they should do it. 


Program's Background 


In 1957, MacNeal, a 286-bed com- 
munity hospital, was experiencing 
the busiest year in its 26-year his- 
tory. Patients admitted, births, total 
patient days and the average daily 
number of patients were at an all- 
time high. 
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CENTRAL SERVICE 
Continued from page 63 


ent items should not be stored in 
one carton bearing a specific label. 
Again, clearly indicating the con- 
tents of a carton or package is worth 
the short time involved. Large plas- 
tic boxes that can be seen through 
(such as are used in ready-to-wear 
department stores) are excellent 
for storage of items not used daily. 

Deciding what to include in the 
inventory is an important part of 
the procedure. Since so many sup- 
plies are merely distributed to nurs- 
ing and other departments through 
the C.S. department from general 
stores, it would seem logical to in- 
clude only those items which are 
part of C.S. operation. 

For example, cotton balls might 
only be included if the inventory 
were a combined operation of the 
general stores, nursing units, and 
Central Service. In other words, un- 
less there is a hospital-wide inven- 
tory of supplies, only those things 
used by and in C. S. as a part of 
the daily routine. One exception to 
this might be the inclusion of major 
equipment such as suction ma- 
chines, inhalators, and similar items. 

Each time a group of items has 
been recorded, there should be some 
indication made that it has been 
counted. Here is where good use 
may be made of the new brightly 
colord plastic tape, felt-tipped pens, 
or write-on tape. 

Care should be taken that all 
equipment leaving the department 
should be counted and marked be- 
fore dispensing; likewise, all equip- 
ment coming into the department 
after the counting of the group td 
which it belongs, should be added 
to the report sheet. A system should 
be devised to itemize the equipment 
and supplies whith may be in use at 
the bedside or in storage in the 
nursing unit. 

There is another kind of inven- 
tory which should not be over- 
looked; one which can well fit in 
with the first issue of this magazine 
for the year. A personal inventory 
can make the difference between 
good C.S. administration and a 
just-get-by type of management. 
At least once a year the supervisor 
might well list the objectives of the 
department, and review the quali- 
fications of each of the members of 
the C.S. team. Such a progress re- 
port may never be sent to the ad- 
ministrator but can do much to im- 
prove the service to the patient. 
Try the: questions below, and see 
how well you score. 
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PERSONAL INVENTORY FOR CENTRAL SERVICE PERSONNEL 


1. Have I made an atiempt to increase my knowledge of at least one C.S. 
item or procedure during this period? Yes No : 

2. Have I made an attempt to increase my knowledge of getting along 
with people during this period? (Have I won over at least one person with 
whom I formerly disagreed) Yes . Noe 53. 

3. Have I made at least one contribution to the more efficient and/or 
economical operation of Central Service? Yes 

4. Have I met at least one person connected with Central Service in an- 
other hospital—a person whom I had not known before? Yes 

5. Have I reviewed at least one procedure in C.S. with the purpose ‘of 
evaluating it so that it may be continued, revised, or discontinued? Yes 


Scoring: Even one “No” should be cause for concern. Other questions might 
easily be added, but this is a start. 
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$4.00 for a full year. Write: 
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first Woven Ureteral Catheters 
manufactured in this country 


first in convenience and efficiency 


To the flawless performance of A.C.M.I. nylon woven catheters is added 
the extra convenience of instant recognition of size—by identifying 
the number of circular color bands at the proximal end...and instant 
location of the 25 cm. marking by.a circular band of the same color. 
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...with Distinctive 


COLOR BANDS 


Instant Recognition of Size—by counting number 
of circular bands at end of catheter. 





Instant Determination of Length of 
Catheter Passed —by markings at 1 cm. and 5 cm. 
intervals, and special color marking at 25 cm. 


Other A.C.M.I. features include precision-woven eyes of proper shape 
and proportion, precision-size for constant, rapid drainage, and pre- 
cision-smooth symmetry from end to end. Available in X-ray and non- 
X-ray types with variety of tips to meet all requirements and preferences. 
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To provide nursing care for these 
patients MacNeal had a staff of 185 
professional nurses, 129 full-time 
and 37 part-time nurse aides. Most 
of these aides were women in the 
35-to 50-year age bracket who had 
returned to work after raising fam- 
ilies. 

“Our nursing staff was becoming 
overburdened by the great influx 
of patients,” says Miss Hettie Bell 
Travis, MacNeal’s Director of Nurs- 
ing. 

“The growing complexity of mod- 
ern nursing care also added to the 
nurses’ duties. We felt we must ease 
the aurses’ load in order to main- 
tain MacNeal’s high standard of 
nursing care.” 

Miss Travis and Mr. McCarthy 
believed the aides would be more 
efficient and could assume more re- 
sponsibility if they understood the 
“whys” behind their duties and real- 
ized the importance of their con- 
tribution to patient care. With this 
in mind they designed MacNeal’s 
first organized nurse aide training 
program. 

The first class began in April, 1957, 
with 12 students selected from aides 
working at MacNeal. Enrollment 
was limited so that each student 
could receive a maximum of per- 
sonal supervision. The aides were 
paid their regular salaries plus a 
raise after six months. 

At first many older aides expe- 
rienced nervous tension and strain 
at the thought of “going back to 
school.” Frequent coffee breaks and 
an informal classroom atmosphere 
helped dispel many of these fears. 
Personal encouragement also was 
given to each student when needed. 


Learn By Doing 


The course consists of 20 class- 
room sessions of one and one-half 
hours each and 470 hours of floor 
duty under the supervision of head 
nurses and two course instructors. 

Classroom instruction is based on 
the “Handbook for Nursing Aides 
in Hospitals.”* To facilitate learn- 
ing immediate floor application is 
coordinated with the classroom 
training. 

Students are graded on classroom 
and floor performance. Below aver- 
age students are weeded out but 
Students are given an opportunity 
to change previous marks by im- 
proving their work. 


_ 


*Published by the American Hospital Asso- 
Ciation. 
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The proper way to use a blood pres- 
sure machine is shown by course- 
instructor. Miss Hattie Bell Travis, 
director of nurses and designer of 
the course, is seated at the right. 


Instructors carefully emphasize 
that this course does not qualify the 
students as practical nurses. Those 
who show nursing aptitude are en- 
couraged to enroll in the appropri- 
ate schools for further nursing edu- 
cation. 

During the course students ex- 
plore the gamut of nurse aide du- 
ties. They are instructed in feeding 
and bathing patients, physical prep- 
aration for surgery and general hos- 
pital room care. They learn to take 
temperatures, pulse and respiration 
and to apply hot and cold packs. 

Each student has worked as an 
aide prior to taking the course and 
has performed many of the duties 
taught in the course. Now they learn 
the reason for performing these du- 
ties. They are carefully supervised 
to verify the correctness of their 
techniques. 

The principle of explaining the 
“whys” of operations is followed 
even in such obvious procedures as 
bathing babies. First, the instruc- 
tors carefully point out why a bath 
keeps the skin clean and dry; makes 
the baby feel clean and comfortable; 
stimulates circulation, and gives the 
baby “mothering” care. Next, the 
instructors demonstrate the proper 
bathing technique. Finally, the aides 
practice what they have learned 
under the watchful eyes of the in- 
structors and head nurses. 


Morale and Efficiency 


To spotlight the importance of the 
aides and to boost their morale the 
“team” aspect of nursing is con- 
stantly emphasized during the 
course. In addition, doctors and 
nurses praise the aides for any im- 
provement in the performance of 
their duties. 

After six months’ instruction, stu- 
dents receive their caps at a special 
ceremony. These caps distinguish 


Nurse’s aide takes blood pressure 
under watchful eye of instructor. 


them from aides who have not taken 
the course. The “capping ceremony” 
has affected the morale and efficien- 
cy of all the MacNeal aides. Those 
taking the course feel important 
and work harder while others try 
to improve their work and appear- 
ance so they will be selected for the 
next class. 

A graduation ceremony in the 
hospital nurses’ residence climaxes 
the eight-month program. Aides are 
encouraged to invite their husbands 
and friends. The ceremony consists 
of a short talk and presentation of 
diplomas by the administrator. 
Afterwards, a reception is given in 
the aides’ honor. 

Off-duty nurses contribute to the 
“team” spirit by attending the cere- 
mony. For many aides the gradua- 
tion ceremony is the first time they 
have been in the nurses’ residence 
and mixed socially with the nurses. 
This has increased cooperation be- 
tween the two groups by making 
the aides feel closer to the nurses 
and to actual nursing responsibility. 


Other Results 


The full effects of the course are 
difficult to measure. Many of them 
are intangible. 

“However,” Miss Travis says, “the 
efficiency of our nursing staff has 
increased 25 percent. The load on 
our professional nurses has been 
greatly eased because cooperation 
between our aides and professional 
nurses has improved greatly. 
“The aide’s willingness to assume 
more duties and their ability to han- 
dle them efficiently has released 
MacNeal’s professional nursing staff 
from many tedious, time-consuming 
chores. Professional nurses now 
contribute their skills to those tasks 
which only they can perform. 

“Our aides are happier because 
they now feel, and rightly so, that 
they are making a worthwhile con- 
tribution to the patient’s welfare. 
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Expenses are down 
Income is up 
Because... 


A Small Hospital Develops a 


Pharmacy Department 


Editor’s Note: Here is a striking 
example of how a _ nonproductive 
“drug room” in a smaller hospital 
can be converted to a productive 
pharmacy department. Here is con- 
crete proof of the urgent appeals 
that have appeared in this column 
over the past several years to ad- 
ministrators of smaller hospitals to 
evaluate their pharmacy phases and 
put them on sound bases founded 
on contemporary hospital pharmacy 
principles. At this hospital the old 
“drug room” with all its loose pol- 
icies, patient insecurities, physician 
mistrust and financial insufficiencies 
has, in less than a year’s time, been 


Before — the “drug room.” 


replaced by a pharmacy depart- 
ment that insures patient security, 
physician trust and financial out- 
put. 

The author, Mr. Jack Peterson, has 
a Masters Degree and certificate of 
internship in hospital pharmacy. He 
is to be complimented on this work 
as is his administrator, Mr. Charles 
Edwards, who holds a Masters De- 
gree in hospital administration. In 
this article both have contributed 
very significantly to the evidence 
we have supporting our modern 
views of progressive hospital phar- 
macy. 


DFM 


by Jack L. Peterson 


Chief Pharmacist 
Bothwell Memorial Hospital 
Sedalia, Missouri 


® THE NEW CUSTOM-BUILT pharmacy 
department at Bothwell Memorial 
Hospital, Sedalia, Missouri, is de- 
signed to offer the 100-bed institu- 
tion a medication service unrealized 
before in this area. Until this time, a 
“drug room” had __ inadequately 
served and was a problem to the 
hospital, as it is to most hospitals 
in the 75 to 100-bed size. Most pro- 
gressive hospital administrators rec- 
ognize the increasing volume and 


After — A productive pharmacy department. 
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PHARMACY INCOME & EXPENSE 


Broken lines indicate period prior to drug control. 
Solid lines indicate period after Pharmacy program inaugurated. 


variety of medications being utilized 
but many are unfamiliar with the 
value of an efficient pharmacy de- 
partment in the small hospital. 





The drug room at Bothwell was 
a disorderly composite of nursing 





supplies and equipment intermingled 
with drug stock. It was not the 
only room that housed the medica- 





tions, as each nursing unit medicine 
cabinet was literally bulging with 








stock containers, many of which 
were duplicated and poorly labeled. 
Drug stock balance was inadequate. 





Popular items were absent or at a 
low supply, and “dead” = stock 





gathered dust. This in itself indi- 
cated the lack of good drug pur- 
chasing and control in affect. Ex- 





Dollars 


penses were very erratic with this 
situation and were sometimes equal 





to monthly income; therefore, the 
medication income was not contrib- 
uting its potential to the financial 








support of the hospital. This sor- 
rowful condition exists in many of 











lines, |Income 
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the small hospitals without the 
services of a trained hospital phar- 
macist familiar with the. sometimes 
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(*-Services of hospital pharmacist acquired) 


“vague” medication supply prob- 
lem. 

In December, 1957, a registered 
pharmacist, trained in the facets of 
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1. “Standard vs Disposable 
Unit Enema”: Rainier, W. 
G.: and Lee, B., Hospitals 
31:50, Jan. 1, 1957 

. Swinton, N. W., Surg. Clin- 
ics No. Am. 35:833, 1955 
. Palmer, E. D.,“Clinical En- 
— Hoeber-Harper, 
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hospital pharmacy, was added to 
the staff of Bothwell Hospital with 
the prime objective of developing 
a pharmacy service. Location of the 
department was the first decision, 
and the administrator and the phar- 
macist together surveyed the hos- 
pital for a possible site. After a 
location was agreed upon, the hos- 
pital pharmacist drew his own de- 
tailed plans for this department and 
designed it according to the neces- 
sary functions to be expected from 
it. The fact that the hospital phar- 
macist drew his own plans should 
be recognized as an adjunct to effi- 
cient pharmacy operation. 


Formulate Policies 


At this stage, the pharmacist be- 
ga’ the formulation of policies and 
procedures to accompany the dis- 
pesing system, combining indi- 
vidual prescription orders and con- 
trolled floor stock supply. The pres- 
ent stock had to be screened which 
resulted in the elimination of dead 
stock plus the initial purchases to 
expand the variety of medications 
normally requisitioned in a small 
hospital. 


Orient the Nurses 


During this interval, the hospital 
pharmacist met with the registered 
nurses to orient them to their part 
in medication control, stressing the 
increased medication service to the 
patients. The physicians were also 
individually contacted to determine 
if there were any personal aspects 
of service or medication supply to 
the patient which could be included 
in the system. 


Use Maintenance Department 


Three months later, the pharma- 
cy’s dispensing area, flanked on one 
side by an active storeroom and on 
the other side by the parenteral 
solution storeroom, was completed. 
The dispensing area, with a total 
of 200 square feet, is now arranged 
around a center work table which 
has ampul and vial storage drawers 
and gallon storage shelves on op- 
posite sides. There are 148 prescrip- 
tion drawers, flat-drawers and cab- 
inets to house the departmentalized 
preparations (internal, external 
ointments, parenterals, ophthalmics 
and others). The dispensing area 
utilizes an enclosed storage system 
which imparts a neat and profes- 
sional atmosphere. Adjacent to the 
custom-built desk is a four-drawer 
filing cabinet and a rolodex card file 
which alphabetically lists the name 
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and location of every medication in 
the pharmacy. Other features of the 
department are the 15 cubic foot, 
stainless steel, biological refrigera- 
tor with sliding drawers, and the 
narcotic safe which is built into one 
of the cabinets. The material cost 
of this department was tabulated 
as nearly as possible, and it is esti- 
mated that the hospital saved over 
$2,200 by utilizing the maintenance 
department for the complete con- 
struction. 


Supervise the Change-Over 


The change-over, from the drug 
room type of medication supply to 
the individual prescription system, 
was accomplished by concentrating 
on one nursing unit at a time. It 
was previously pointed out that the 
pharmacist met with the nursing 
group for an orientation program, 
but during the process of changing 
the system, each of the three nurs- 
ing shifts of the single unit had to 
be supervised. It was important that 
the new system be thoroughly un- 
derstood and functional at the be- 
ginning. When the pharmacist felt 
that familiarity with the system 
was assured, the next nursing unit 
was converted. The _ registered 
nurses accepted this conversion 
wholeheartedly, because the inse- 
cure medication responsibility was 
lifted from their heavy schedule of 
nursing duties. Small problems 
which arose were soon adjusted, 
and the complete system was in- 
stalled in two weeks. 


Develop Dispensing System 


The dispensing system now com- 
bines individual prescriptions to- 
gether with controlled floor stock 
consisting of “free” and “charge- 
able” floor stock. The free floor 
stock consists of low cost, standard 
medicines of which it is deemed 
more economical to offer them as a 
patient service supply, and the pa- 
tient receives them under the phy- 
sicians orders at no cost. The 
chargeable floor stock medications 
are arranged to provide each nurs- 
ing unit with sufficient emergency 
and parenteral medication supplies 
for two days. There is a standard 
quantity of each item on this medi- 
cation list, and each quantity is in- 
ventoried, or checked, every sec- 
ond day. If the quantity present at 
the checking interval does not meet 
the standard number, this indicates 
that one or more of the items has 
been administered and the respec- 
tive charge slip(s) should be com- 
pleted for the patient receiving the 


medication item. For example, the 
standard chargeable floor stock 
quantity of sodium phenobarbital 
ampules, 0.13 Gm., is ten. If there 
are only six ampules on hand at the 
time the floor stock is checked by 
the nursing unit, then there must 
be four respective charge slips com- 
pleted to account for the amount 
missing. This type of control might 
be termed “inventory stock control” 
and is neither time consuming nor 
tedious when considering the drug 
control provided, plus the other 
benefits. Too often the floor medica- 
tion stock is dispensed in any 
amount requested by the nurses 
and results in waste, pilferage, lost 
income and a disorderly arrange- 
ment. 

With the controlled drug acquisi- 
tioning program, this deparment has 
offered a new concept of hospital 
service to Bothwell Hospital and is 
recognized by the patient, physician 
and community. The patient re- 
ceives the correct medications or- 
dered by his physician and is 
charged only for those drugs ad- 
ministered or received. Too often 
this is not the case in small hos- 
pitals without a pharmacy as the 
patient might be overcharged, un- 
dercharged or not charged at all. 
The medical staff's confidence in 
patient care has increased with the 
development of the pharmacy as 
they are assured that the previous 
laxity of medication supply has dis- 
appeared. The physicians are kept 
abreast of new developments, pol- 
icies and systems through a month- 
ly form letter edited by the hos- 
pital pharmacist. Due to the diffi- 
culty of meeting regularly with the 
medical group, this brief, informa- 
tive news letter provides a good 
means of communication with the 
physicians. Through the local news- 
paper the community recognizes 
this addition as another service to 
the patients and: admires’the small 
hospital for its progressiveness. The 
administrator and board of directors 
also are cognizant of the added 
service to the patients and the in- 
creased revenue provided by the 
pharmacy department. 


Chart Expense and Income 


The expense-income chart (page 
87) justifies and summarizes the 
value of a trained hospital pharma- 
cist in a small hospital. 

It can readily be seen that neither 
line (before employing pharmacist) 
follows any general pattern to in- 
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101 — Publicity Kit 
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® A SPECIAL “do it yourself” publicity kit for hospital administra- 
tors is being distributed by Shampaine Industries. The kit, entitled 
“How to Get Out of the Quiet Zone”, is described as a guide, com- 
plete with a checklist of potential stories, sample news releases and 
the “do’s and dont’s” of proper publicity procedures. It is designed 
to make it simple and easy for hospital staff people who are non- 
professionals in the publicity field to do a competent publicity job. 


Labels 101 


® NEw, 16-page general catalog, illustrating and describing Professional Tape Co.’s complete 
line of time tape and labels. This two-color catalog also incorporates six new varieties of time 
labels for specific applications: 1) animal care labels, 2) graduated scale labels, 3) radioactivity 
research labels, 4) autoclave labels with time sterile indicator, 5) addressograph labels and 6) 
miscroscope slide labels. 


Maintenance Booklet 


® THE BOOKLET, “How to Finish and Maintain Hard Floors,” has just been published by Hunting- 
ton Laboratories, Inc. The eight-page booklet details effective maintenance procedures for ter- 
razzo, marble, concrete, magnesite and ceramic tile, and tells how to avoid problems as well. 


Oxygen Therapy and Accessory Catalog 


® A COMPLETE LINE of Ohio Chemical precision-made oxygen therapy and accessory apparatus, 
including a detailed description and prices on each item, is provided in this catalog. The most 
current developments in inhalation therapy techniques and procedure have been incorporated 
in the extensive line of equipment described in this catalog. 


Brush Catalog 


® THIS CATALOG contains over 40 pages of industrial brush illustrations and descriptive text, it 
offers hospital brush buyers a comprehensive guide to brush selections for all types of hospitals. 
The catalog is issued by the Braun Brush Co. 


Flooring Products Catalog 


= A NEW, quick-to-read, 12-page catalog illustrating the complete line of Azrock Flooring Prod- 
ucts in full color. Included are products descriptions, where to install, and brief architectural 
specifications on Azrock asphalt tile, Azphlex vinylized tile, Vina-Lux vinyl asbestos tile and 
Duraco vinyl industrial tile. 


Blood Bank Publicity Kit 


® THE PURPOSE of this guide is to assist the busy hospital administrator and blood bank staff in 
the never-ending task of maintaining a continual and effective supply of blood to meet all de- 
mands. Public relations and human relations plans discussed in this manual are aimed at achiev- 
ing the goal of stimulating and maintaining a volunteer blood donor program. The kit is available 
from Fenwal Laboratories. 


Suggested Plan for Infection Control 
™ THIS BROCHURE presents a suggested outline for an over-all control of infections in hospitals. 


This has been prepared by Huntington Laboratories for distribution to hospital department 
heads and other executives. 
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s TO BE SURE just what protection 
you can expect from the various 
germ-fighting chemicals available 
for use in kitchens, bathrooms, 
nurseries, you are advised to study 
the labels on these products. 

All such labels must be reviewed 
and accepted by specialists of the 
U.S. Department. of Agriculture if 
the products are offered for sale in- 
terstate. 

About 7,000 sanitizing or germi- 
cidal preparations now on the mar- 
ket claim bacteria-destroying prop- 
erties that give some degree of pro- 
tection to health. Many of these 
products are for use in homes. 
They range from liquid disinfectants 
to bieeches, from sweeping com- 
pounds to paints, from kitchen- 
cleaning powders to floor waxes, 
from laundry detergents to vapor- 
izers 

Users may well be confused on 
such questions as: What is the dif- 
ference between an antiseptic and 
a disinfectant? What is a_bacte- 
riostat? What does “sanitize” mean? 
Do deodorants kill germs? 


| USDA Registration 


USDA registers certain antimi- 
crobial chemical for movement in 
interstate commerce under a Fed- 
eral law regulating sale of “eco- 
nomic poisons.” Not included are 
antiseptics used on man or animals, 
which are regulated by the Food 
and Drug Administration of the U.S. 
Department of Health, Education, 
and Welfare. But all germicidal 
chemicals used on inanimate sur- 
faces come under USDA’s jurisdic- 
tion. 

Before a product is registered, a 
list of ingredients, directions for use 
to obtain the results claimed, and 
precautions in handling, must ap- 
pear on the label. Label statements 
must be both factual and clear. 

Bacteriologists of USDA’s Agri- 
cultural Research Service draw a 
sharp distinction between chemicals 
that claim to be sterilizers, germi- 
cides, disinfectants or fungicides, 
and those that are sold as fungistats, 
bacteriostats, or sanitizers. 


Sterilizers must kill all bacteria 
when used as directed. 

Germicides and disinfectants must 
kill all bacteria except resistant 
spore-forming species. 

Fungicides must kill fungi. 

Bacteriostats must prevent the 
growth of bacteria. 

Fungistats must stop development 
of fungi. 

Santizers must reduce bacterial 
counts to safe levels, as may be 
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The U. S. Department of Agriculture says... 


Read Your Labels 


They tell what germ-fighting chemicals will do 


judged by public health require- 
ments. 

An antiseptic may be either a 
germicide or a bacteriostat, depend- 
ing on its use, but the word is usual- 
ly used for preparations applied to 
living rather than inanimate things. 

Each of these types of materials 
has its place, USDA says. Germi- 
cides, disinfectants, and sterilizers 
are most often used by hospitals, 
barber shops, beauty parlors, and 
on farm premises, where preventing 
the spread of ‘contagious diseases is 
necessary to safeguard public health 
or the health of domestic animals. 

Sanitizers are most often used in 
restaurants, food and _ beverage 
plants, and home kitchens and bath- 
rooms, in the day-to-day mainte- 
nance of sanitary conditions. In 
routine cleaning operations they add 
in varying degrees to the efficacy of 
ordinary soap-and-water cleaning 
in maintaining a hygienic environ- 
ment. Unless a santizing chemical 
clears a surface of bacteria signifi- 
cantly better than does ordinary 
soap alone, its label cannot legally 
claim sanitizing properties. 

Bacteriostatic and fungistatic de- 
odorants may add another “plus” 
to cleanliness, by preventing the 
growth of odor-causing bacteria and 
fungi. Deodorants as such are not 
subject to regulation by the Depart- 
ment, but if their deodorizing effi- 
ciency is ascribed to antimicrobial 
activity, they must then be regis- 
tered as economic poisons. Space 
deodorants and air sanitizers do 
not provide “fresh” air and cannot 
act as efficient substitutes for ade- 
quate ventilation. 


450 out of 7,000 


Chemicals specifically registered 
for use in hospitals must meet 
special standards of germicidal ac- 
tivity. Of the 7,000-odd bacteria- 
fighting materials legally permitted 
to move in interstate commerce to- 
day, only about 450 have been ac- 
cepted “for hospital use.” 

Basically, no product can bear a 
label recommending it for use in 
hospitals unless it is effective against 
both pyogenic (pus-forming) and 
enteric (intestinal) bacterial. Also, 
USDA bacteriologists hold that no 


sanitizing result short of complete 
disinfection can be of much prac- 
tical use in hospitals. 


Follow Directions 


Directions must be followed care- 
fully to make the best use of germ- 
killing preparations. USDA bacte- 
riologists say that germicidal effec- 
tiveness is usually a two-step proc- 
ess—first clean, then disinfect. How- 
ever, there appears to be a growing 
demand for products that will clean 
and disinfect at the same time. 

While surfaces that have been 
chemically treated may have some 
anti-bacterial action on germs that 
later fall on them, no one can guar- 
antee that a germ-free surface will 
stay that way, USDA says. 

Self-regulation within the chemi- 
cal industry itself is a great help, 
USDA officials point out, in pro- 
tecting the public against over-en- 
thusiastic claims for germ-fighting 
products. 

Coined names for “miracle in- 
gredienis” in sanitizers may raise 
questions when manufacturers ap- 
ply for registration and USDA ac- 
ceptance of the labels on their prod- 
ucts. While such names may be 
used extensively in advertising, the 
product labels must carry the well- 
known common name or the cor- 
rect chemical name of each active 
ingredient—the actual germicidal or 
sanitizing agents—in a form speci- 
fied by law. 

National advertising of registered 
chemicals is regulated by the Fed- 
eral Trade Commission, which 
works closely with USDA to keep 
exaggerated claims out of print. 
However, USDA regulatory work- 
ers check for accuracy all collateral 
labeling—publicity which accompa- 
nies the product—such as display 
place-cards and handouts that ap- 
pear in retail stores, and leaflets 
that go with the package. 

The Department advises consum- 
ers to be wary of unstated but im- 
plied claims. The ingredient state- 
ment and carefully-worded claims 
for effectiveness that appear on the 
product label may lack persuasive- 
ness, but they are dependable 
guides to the actual germ- “nenning 
value of the product. 
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Mr. Walter Hitzelberger, Chief 
Pharmacist of Los Angeles County 
General Hospital, inspects plastic 
receptacles. 


Los Angeles County 
General Hospital 
Pharmacy Installs 
Noiseless Handling 
Systems 


# “Noise elimination is most im- 
portant in hospitals,” says Mr. Wal- 
ter Hitzelberger, chief pharmacist of 
the 3,600 bed general hospital of the 
County of Los Angeles. “Anything 
that can deaden sound is always 
considered here. Plastic boxes are 
used in the wards for delivery and 
return of empty bottles, and the 
noiseless feature of plastic is cer- 
tainly appreciated.” 

The box is light in weight, one 
and a half pounds compared to the 
approximate six-pound weight of 
the wooden container formerly used. 
The non-porous plastic composition 
will not retain odors, cleans easily 
with detergents cr water, and resists 
most acids, alkalies and solvents. 

Formed from one piece, the box is 
unbreakable, and will not chip or 
crack under normal use. Designed 
with a rolled edge there is no 
chance for snagging of uniforms due 
to sharp edges. Hospital workers 
find this rolled edge easier to grasp, 
hold and control. 

“We are saving about 50 percent 
of our valuable storage space by use 
of the new box too,” says Mr. Hit- 
zelberger. This is due to the fact 
that the container is designed to 
nest deeply which makes it easy to 


Design of plastic box accommodates 
medicinal supplies of various shapes. 


stack, thus assuring maximum stor- 
age in minimum space. 

The Los Angeles County General 
Hospital employs 65 persons in the 
pharmaceutical department alone. # 
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Seventeen of the new boxes are 
nested in the same space required 
by eight of the old style boxes. 
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President of Board of Trustees is honored at Naples Community Hospital. 


On Thursday, June 12, members 
of the Naples, (Florida) Communi- 
ty Hospital Board of Trustees, rep- 
resentatives from the hospital aux- 
iliary, members of the American 
Red Cross, representatives from the 
Medical Staff, and patients gathered 
in the beautifully decorated lobby 
of Naples Cémmunity Hospital to 
honor Mrs. S. E. Briggs, first presi- 
dent of the Board of Trustees, who 
still holds that position. 

A three-quarter life-size portrait 
of Mrs. Briggs was unveiled and 
presented to her by A. B. Miller, 
first vice-president of the Board of 
Trustees, on behalf of the assem- 














bled organizations and residents of 
the city. 

Mrs. Briggs has aided the _ hos- 
pital financially on many occasions 
and recently donated to the hos- 
pital the Nightingale Apartments, 
which are reserved for hospital em- 
ployees. 

Mr. Miller praised her leadership 
and vitality, which have aided :na- 
terially in making the hospital a 
reality and a successful operation. 
Mrs. Briggs responded by saving 
that she was already embarra:sed 
and added, “There is nothing I can 
say except thank you all for being 
here.” ? 
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PETERSON 
Continued from page 89 


dicate that there was any system 
of purchasing, control or pricing. 
It is also known that partial monthly 
income and expenses of other de- 
partments were sometimes entered 
on the pharmacy account but to no 
great extent. It is surmised that it 
did not affect the over-all drug 
financial picture. Expenses appear 
high considering the net income 
from drugs and indicate waste and 
known pilferage, both to be con- 
siiered when there is no apparent 
control of medications. Month-to- 
month net income could not be re- 
lied upon to provide the hospital 
with any vitally needed revenue as 
the average monthly expenses al- 
most nullified any gain. Many of the 
drugs administered were not billed 
to the patient due to the lack of an 
organized system and this, com- 
bined with an outmoded charging 
schedule, resulted in only a hope 
and a prayer that “drugs” would 
supply any capital. 

After the trained pharmacist 
came, expenses dropped to an all- 
time low mark during the first 
month, and the following month 
they rose slightly as drugs normal- 
ly ordered, but not previously 
stocked, were acquired for the first 
time. These were purchased in or- 
der to expand the variety of medi- 
cines which are usually adminis- 
tered in a hospital. Due to the drug 
control presently afforded, pharma- 
cy expenses have been approxi- 
mately 25 percent lower than dur- 
ing the previous ten-month period, 
and gross income is approximately 
15 percent higher and follows a 
much steadier pattern. This condi- 
tion can only be attributed to an 
adequate drug control policy 
coupled with a fair charging system 
and schedule. It is also apparent 
that the physicians are prescribing 
medications for their patients that 
heretofore were obtained from com- 
mercial sources outside the hospital 
and which had meant an additional 
loss of revenue. 

Now that the pharmacy situation 
is on a sound basis, other policies 
and procedures are scheduled for 
review or development by the 
pharmacy committee of the medical 
staff whose prime purpose is to 
think in terms of patient medication 
service and security. A progressive 
pharmacy committee can potentiate 
a pharmacy department’s activities 
a great extent in the small hospital 
as well as in the larger institutions. # 
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Resident Dooty 
by Wade C. Henry 


WHERE have you been? 
SAVE my child 

CALL the Red Cross 
EMERGENCY’S wild 


WHERE can I park? 
STAT calls 

SMOKE in the basement 
PEELING walls 


AUXILIARY teas 
EMERGENCY bloods 
GET me a cab 
CLINIC floods 


OUTRAGEOUS rates 
DEMANDS for a room 
A drunk at the door 
THE medicine boom 


PRIVATE referrals 
RIDICULOUS wages 
STOLEN purses 
ANIMAL cages 


YOURE a good man 
EXECUTIVE meetings 
FEAR of the boss 
VERBAL beatings 


HOW much is my bill? 
IS the doctor in? 

I’M gonna sue 

GOT change for a ten 


I'VE lost my key 
MAKE me a loan 
DOCTOR—you know who 
A ringing phone 


WE need a late tray 
THERE’S no room in the inn 
WE lost our patient 
MAN, you can’t win 


THIS and more too 
ALTHOUGH I was hesitant 
I gave up my soul 

TO be evening resident 


Mr. Henry is administrative resident, De- 
partment of Hospital Administration, Wash- 
ington University, Saint Louis, Missouri. 





Safety! 


= It takes one minute to write a 
safety rule 

It takes one hour to hold a safety 
meeting 

It takes one week to plan a safety 
program 

It takes one month to put it into 
operation 

It takes one year to win a safety 
award 

It takes one lifetime to make a safe 
worker 

It takes ONE SECOND to destroy it all 
with one accident! B 


For more information, use yellow 





Note imbedded Nylon plug 
ocks screw automatically 


‘\ 


Note Fiberglas backing 
resists closing squeeze 


NEW WAY TO 
Prevent Faucet Leaks! 


* 9 out of 10 washers are fastened with 
screws that are TOO LONG or SHORT. 
The screws quickly loosen; the loosened 
washers are destroyed thru grind and 
squeeze of opening and closing faucets. 


34 years of research uncovers 
new solution 


* Now, NEW (Patented) ‘Sexauer’ SELF- 
LOCK Monel screws, with an imbedded 
expanding NYLON PLUG, lock at the re- 
quired depth AUTOMATICALLY, hold 
washers FIRMLY! Made of rustproof, non- 
corroding Monel, heads don't twist off, 
screw slots don’t distort. They are easily 
removed when necessary, can be re-used 
repeatedly. 


* Used with NEW ‘Sexauer’ EASY-TITE 
faucet washers, they make a combination 
that outlasts past faucet repairs “6-to-1"! 
EASY-TITES are made of super-tough, pli- 
able du Pont compound (neither rubber 
nor fibre) and reinforced, like a tire, with 
a vulcanized layer of Fiberglas. They re- 
sist distortion and splitting from shut- 
off grind and squeeze. 


Hidden costs of faucet leaks! 
Faucet leaks are costly! As authenticated 
by Hackensack, N. J. Water Co. and 
American Gas Association, stopping just 
ONE PIN-HOLE SIZE (1/32”) LEAK can 
reduce water waste 8,000 gal. quarterly. 
If a HOT WATER FAUCET LEAK, water 
and fuel savings JUMP to over $7.58 
QUARTERLY~—plus additional savings on 
MATERIALS, LABOR and costly FIXTURE 
REPLACEMENTS! 

NEW SELF-LOCK screws and EASY- 
TITE faucet washers are just TWO of the 
“SEXAUER” line of over 3000 TRIPLE- 
WEAR plumbing repair parts and Pat'd. 
precision tools. 

A “SEXAUER” Technician in your vi- 
cinity will make our NEW 126 page 
Catalog “H” available. He will gladly 
consult with you regarding a SURVEY 
of your plumbing fixtures to determine 
correct repair parts required and estab- 
lish reasonable stock levels that avoid 
both overstocking and shortages—thus 
providing for efficient stock arrangement 
and control—all without obligation. 
WRITE TODAY! 


J. A. Sexauer Mfg. Co., Inc., Dept. AF-19 
2503-05 Third Ave., New York 51, N. Y. 


Gentlemen: Please send me a copy 
of your NEW, 126 page catalog “H.” 


My Name Title 
Company or Institution 
City 











postcard inside back cover. 
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When Is Quantity A Good Buy? 


by Ernest W. Fair 


® PRICE Is ALWAYs the primary fac- 
tor in determining how large a 
quantity of any given item we are 
buying, since the dollar saving eco- 
nomics invariably go along with 
quantity purchases of any supplies 
or materials by every hospital. But, 
many an executive has learned to 
his sorrow that price can never be 
the sole determining factor. Where 
nothing else is considered losses in- 
variably result. 

The price consideration in study- 
ing a quantity purchase must al- 
ways be justified by a number of 
other factors. Purchasing solely on 
a basis of price alone can be mis- 
leading, i.e., will invariably cost 
like the dickens in the long run. 

The questions of just when quan- 
tity is a good buy has to be an- 
swered individually for every spe- 
cific opportunity which arises for 
there simply is no universal formula 
available for our use. Each case 
must be studied with several factors 
in mind. 

This point of purchasing has been 
discussed with a number of hospital 
executives who possess high reputa- 
tions for their abilities in this direc- 
tion. Herewith are the “other fac- 
tors” they weigh in every decision 
as to whether or not price offered 
on quantity purchase of any supply 
or material item is a good buy. 

Rate of use must always be taken 
into account. Where it will take an 
exceptionally long time to use up 
the item under consideration on a 
special price offer the savings in- 
volved can vanish into the night. 
Many things change in time, from 
dollar values to methods of use. The 
rate of use should definitely be tied 
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in to fixing the quantity to be pur- 
chased. Few hospitals care to pur- 
chase beyond a year’s consumption 
except in most unusual cases. 

Danger of obsolescence is ever 
present. Such a situation can leave 
us with a huge quantity of any item 
of no use whatever to the hospitai. 
The executive who keeps abreast of 
happenings in the hospital field can 
avoid most of the danger of obso- 
lescence on purchases, but unless 
we keep that factor in mind at the 
time the quantity purchase is being 
weighed it may slip aside unnoticed. 

New inventions must always be 
considered when we are answering 
the big question. Not only those 
now in process about which we are 
aware, but others which may rea- 
sonably occur in the immediate fu- 
ture may well justify our hedging 
against too large quantity purchases 
regardless of the enticing price 
which may be offered. In many 
cases where particularly low prices 
are being offered on something we 
should be suspicious that the seller 
may have information which has not 
reached us yet. 

New techniques in the use of any 
item may also make our special 
price-quantity purchase a bad bar- 
gain. Examining the prospective 
purchase from this viewpoint is al- 
ways good procedure. It is equally 
wise to avoid purchase of too great 
quantities simply because such a 
development is most likely to occur 
over any long period. 

Continued need of product must 
be weighed in considering any 
quantity purchase. The larger the 
volume or greater time over which 


it is to be used, the more exact we 
must be in arriving at a reasonable 
expectation of this factor. 

Earning capacity of capital funds 
of the hospital must also be taken 
to account. In most instances these 
quantity purchases involve consid- 
erable sums of money and these 
dollars will be tied up in supplies or 
materials over an extended period. 
It is necessary to take into account 
this aspect of those capital funds 
when put to other uses in the hos- 
pital as compared with the savings 
that may be secured through their 
use for the quantity purchase under 
consideration. If the amount of sav- 
ing involved is much greater than 
the earning capacity of these dollars 
then it is a good move. However 
this should be the difference be- 
tween the price we would pay nor- 
mally and the special discount being 
offered for the extra quantity pur- 
chase. 

The storage factor must not be 
overlooked when we are considering 
quantity purchase. We have known 
of instances where large volume 
purchases have been made because 
of an attractive price offer, but then 
the buyers were required to expen 
high rental dollars to secure the 
extra storage space needed to pro- 
tect the purchases. Whenever a 
exceptionally large volume purchase 
is being considered it will pay to 
look into the storage facilities an:| 
costs before making a commitmeni. 
In areas where there is no surplus 
of such facilities they can sometimes 
be so high as to put the costs fa: 
beyond what we would normally 
pay on a small purchase. 

Maintenance of quality is anothe: 
often overlooked consideration. This 
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applies not only to our continued 
use of the goods but the quality con- 
tained therein from the supplier. 
Where quantity is extremely large 
no such purchase, regardless of 
price appeals, can advisably be 
made without contractual restric- 
tions on quality covering the entire 
delivery. 

Changes in market price on the 
item should be weighed as carefully 
as possible. Naturally there is no 
known method of accurately de- 
termining the existence of this fac- 
tor but there is always a trade index 
which: we can watch carefully as a 
guide. The existence of the possi- 
bility should always be given con- 
sider:tion. We can well harbor a 
healthy suspicion that the seller 
knov.s something of this nature or 
he wouldn’t be so eager to sell at 


| particularly low prices. 


Deterioration in storage must be 
a point of consideration. There are 
some material and supply items 
whica have such a small rate of de- 
terioration that this is not a factor 
unless they must be retained for an 
exceptionally long period. There are 
others where it must very definite- 
ly be considered. The _ savings 
through large quantity purchase 
available to us should always be 
discounted by the probable amount 
of loss from deterioration where it 
does exist. 

Added insurance costs, where 
they are involved, must enter into 
our calculations. On very large 
quantity purchases involving in- 
vestment of considerable capital 
funds such insurance protection is 
an absolute must. Whatever addi- 
tional coverage must be purchased 
over that now held should be as- 
sessed against the possible savings 
on such purchases. 

Are there new developments in 
the offing which will affect the use 
of the items under consideration? 
Whatever effect such changes may 
have can result in most important 
dollar considerations. 

New materials coming onto the 
market often bring about such 
price-cutting offers. The possible 
Savings we can secure through such 
a purchase may very easily be off- 
set by lower costs or increased 
efficiency of such new items as com- 
pared with those being offered. The 
Savings made through such a pur- 
chase, under these conditions, 
quickly vanish and in many in- 
stances can turn into sizable losses 
instead. 


Will tomorrow’s operating mar- 
gins be the same? All of our pur- 
chasing of supplies and materials 
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today are based on the existing 
margins with which we must work. 
Should economic factors bring about 
an abrupt change in the margin 
then the price we paid for such 
purchases may prove to be exorbi- 
tant. On the other hand the con- 
templated deal may be a very good 
one if these margins have a chance 
of working in the other direction. 

Import situations bears watching 
these days. Changes therein may 
result in such items being available 
to us in the very near future at 
figures even below the quantity dis- 
count we are being offered today. 

Resale value merits considera- 
tion. A situation could arise where 
it may be necessary to resell the 
purchase on the market and if this 
happens what will be our dollar- 
and-cents position? 

Each of the foregoing points 
affect the answer to the question 
of just when quantity purchase on 
any supply or material item by the 
hospital is a good buy. All are 
equally important with the more 
obvious price factor every time. ® 





BIRTSCHE 


Continued from page 85 


“They are always searching for 
ways to help our patients. They 
now tuke a positive interest in their 
work and think ahead of what should 
be done.” 

The ultimate praise for the course 
comes from the patients. Several 
have commented on the “little 
things” which aides now do for 
them. Patients also have noticed 
their neat, pleasant appearance, 
cheery conversation and willingness 
to be of service. 

The course also provided an un- 
expected bonus for the nursing pro- 
fession. Two girls currently enrolled 
in the course have decided to make 
nursing their career. They have 
been awarded scholarships to the 
nursing schools of their choice by 
MacNeal Hospital. 

Because of the aide program’s ex- 
cellent results-to-date, MacNeal 
plans to continue offering the course 
until all aides have graduated. & 





ROEMER 


Continued from page 77 


Prostatectomies are most serious 
of all, with 41 postoperative deaths 
per 1000 operations. The centraliz- 
ing tendency is most striking for 
these cases. Only 1.8 percent of 
prostatectomies are done in the 


small hospitals, while 95.5 percent 
are done in the large ones. 

Thus, one may conclude that the 
natural process of patient-referral 
by doctors or deliberate patient- 
choice results in the more serious 
and risky forms of surgery being 
performed more often in the larger 
hospitals wher- conditions are, in- 
deed, safer. This 1s only a tendency, 
however, which is not complete or 
uniform. In Saskatchewan, as else- 
where, thousands of serious surgi- 
cal operations are performed every 
year under conditions which are 
not optimal, simply because the pa- 
tient is not referred or for some 
reason does not go to a large hos- 
pital. If all cases of serious, major 
surgery were performed in large, 
well-staffed, and well-equipped 
hospitals, this study suggests that 
many lives would be saved. This 
would require a degree of regional 
organization of hospital services 
which has been discussed for many 
years but does not yet exist any- 
where in North America ® 





HAYT 


Continued from page 54 


institution from tort liability has 
long been the established rule in 
Pennsylvania. 

The majority opinion of the Su- 
preme Court upheld the doctrine of 
immunity, stating: 

“A rule of non-liability, even 
though judge-made, that has be- 
come as firmly fixed in the law of 
this State as has the charitable im- 
munity from tort liability, should 
not be abrogated otherwise than by 
a statute made to operate prospec- 
tively. If the rule were to be aban- 
doned by court decision, it would 
lay open to liability all charities for 
their torts of the past that were not 
barred by the statute of limitations 
at the time of the rendition of the 
rescinding decision.” 

A dissenting opinion by Judge 
Musmanno concluded: 

“T believe that the time has come 
to accept the surrender of the im- 
munity rule, with all the honors of 
war. It can no longer fly the flag of 
justice, fairness, or consistency.” 

Another dissenting opinion writ- 
ten by Judge Cohen points out that: 

“The immunity of charitable in- 
stitutions from liability for the neg- 
ligence of their employes is court- 
made law based upon erroneous, 
illogical and indefensible princi- 
ples.” 

(Knecht v. Saint Mary’s Hospital, 7 
CCH Neg. Cases 2d 1372—Pa.) 
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NOW-electron beam sterilized <> 


IN THE EASIEST HANDLING 
SUTURE PACKAGE EVER 


ETHICON 
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An Efficient Instrument 


of Office Production 


omewhere there is an office that is staffed by 

personnel who are so nonhuman that complete effi- 
ciency is assured without the use of any of the common 
tools of good management. But where is that office? 
We all need tools and reminders of various kinds and 
so do our personnel. In the hustle and bustle of daily 
activity, it is nigh unto impossible for any person to 
attend to certain duties at the times they should be 
done by relying purely on memory alone. 

One of the tools of office management, or an instru- 
ment of office efficiency as it can be termed, is a “Fol- 
low-up File”. This File will lend itself to good use in 
just about every kind of an office situation where pe- 
riodic activities are to be done. If you do not have one, 
you would find that it is easy to use, it designates re- 
sponsibility, keeps tasks clearly defined, assures that 
the certain activities will be done as frequently as de- 
sired and at the right time, it provides a permanent 
record, requires the initial of the responsible person, 
and will help provide your personnel with a feeling of 
confidence in their office which all good employees do 
appreciate. 

The follow-up file suggested here can be a ring bind- 
er which is kept in a place that is within your easy 
reach. Inside is an index of 12 tabs labeled with the 
months of the year. Placed in the proper divisions are 
the numerous sheets which compose the body of the file. 
These sheets have sections for the subject, the descrip- 
tion of the job, the due dates, the assigned responsibil- 
ity, the completion record and remarks. 

Under the heading of “Subject” is placed the name 
of the job or a phrase that identifies the office activity. 


JANUARY, 1959 


by Edward L. Olson 


Purchasing Agent 
Swedish Covenant Hospital 
Chicago, Illinois 


The “Description” tells how the job is to be done. It 
also can be used to give a brief background of the sit- 
uation to help the individual know something of the 
“why” that she is doing that particular job. If this “de- 
scription” section is written clearly, completely, con- 
cisely so that even a new employee can understand the 
steps to be taken, it can cause your follow-up file to 
bring additional value to you. 

Under the “due dates” heading is listed the dates the 
job is to be done, e.g., “Ist and 15th of every month”, 
“Sth of every month,” “25th of January, 25th of April, 
25th of July, 25th of October.” 

After “responsibility” is the name of the person who 
has been designated to do the job. Any misunderstand- 
ing as to whose task it is thus is eliminated. 

The “completion record” provides the space where the 
responsible person will indicate with her initials that 
she has completed the job and the date on which she 
did it. When this has been done, she removes the fol- 
low-up file sheet from the binder and places it in its 
next location, according to the month and day shown 
under “due dates.” 

In the “remarks” section can be placed any addition- 
al comments that may be pertinent. As an additional as- 
sist to the persons responsible for performing the jobs 
in the follow-up file, a red tab can be used on the date 
sheets of their desk calendars, which, when they come 
up, will remind them that a follow-up due date has 
arrived. If it should be impossible for them to get to the 
job that day, it remains visible on the calendar pad un- 
til the job is done and the tab is moved to the next 
date. 
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The follow-up file will adapt itself well to any office 
situation — administration, purchasing, accounting, 
personnel, engineering, maintenance, sales. It can be 
used well in a purchasing office for such activities as 
the periodic analysis of the state of completion of the 
individual orders in your active purchase order file, the 
same for an active repair order file, and for a corre- 
spondence file, the periodic purchase of certain items 
(e.g., ultra-violet burner tubes that lose their germ- 
killing effectiveness after 500 days of continuous burn- 
ing but the replacement of which either may be for- 
gotten otherwise or requested more frequently than 
necessary), the regular transfer of completed purchase 


orders from the completed purchase order file to per- 
manent storage boxes (this will keep your completed 
file in an easy state of use), periodic reports that you 
may submit to your administrator, analysis of the stat- 
us of invoices in an invoices being held file, and so on. 
There are many additional jobs that you will be able to 
add. 

The follow-up file is an asset to all concerned—to the 
office personnel by helping them to understand and 
perform their jobs well, and to management by assur- 
ing it with the flip of an index tab that “production” is 
flowing smoothly and on schedule. 


Swedish Covenant Hospital 


Purchasing Department 


Follow-Up File 


SUBJECT: 


Invoices Being Held File 


DESCRIPTION: 


Invoices which cannot be approved for payment 
are kept in this file until the reason for non- 


approval has been eliminated. 


Approval may have been withheld for any of a Feb. 2-19 
of reasons == incorrect price, wrong item Mar. 3-20 


number 
delivered, goods returned. 


If it appears that an awaited credit memorandum July 
or other corrective measure is overdue on an in- 

voice, any steps which seem appropriate should be 
Carbon copies of correspondence and notes 
describing telephone or direct conversations with 
the vendor's personnel should be attached to the Dec. 
invoice so that its current status always can be Jan. 
Dates and names of persons contacted Feb. 
Letters Mar. 


taken. 


determined. 


should be included in the information. 


received also should be attached. 


REMARKS : 


If it appears that repeated efforts have been un- 
successful in clearing an invoice, the problem 
should be referred to the department head. 


DUE DATES: 


19th of every month 


RESPONSIBILITY: 


JANET OLSON 





COMPLETION RECORD 
Year Month Date 
58 Jan. 1-20 

















Apr. 4-21 
May 5-19 
June 6-19 
7-21 
Aug. 8-19 
Sept. 9-19 
Oct. 10-20 
Nov. 11-19 






































Apr. 
May 


June 











July 

Aug. 
Sept. 
Oct. 
Nov. 
Dec. 
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per- Swedish Covenant Hospital 
Purchasing Department 


stat. Follow-Up File 


SUBJECT : 


Active Purchase Order File 


DESCRIPTION: 


Two factors must be considered in analyzing the 
State of completion of a purchase order. 


1. Receipt of the purchased items. 
Since one of the basic reasons for the exist-=- 
ence of our department is that of obtaining 
items in time to meet a need, our responsibil- 
ity does not end with the placing of a purchase 
order. Thus if an item appears to be overdue 
in its being delivered to the hospital, an 
effort should be initiated to expedite its de- 
livery. The means, of course, will be deter- 
mined according to the urgency of the situation 
-- whether to use the telephone, telegraph, 
individual letter, form 23 follow-up post card, 
or some other medium. Adequate record should 
be made so that the current status of the pur- 
chase order always can be determined, includ- 
ing the attaching of carbon copies of corre=- 
spondence, making notes on our copy of the 
purchase order describing telephone or direct 
conversations with the vendor's personnel or 
other media. Whenever telephone or direct con- 
tact is made, the person spoken to and the date 


th 


DUE DATES: 


2nd of every month 


17th of every month 


RESPONSIBILITY: 
MARGUERITE JOHNSON 





COMPLETION RECORD 
Year Month Date 
58 Jan. 2 1-2 





Initial 








17 ~—«*4+-20 
Feb. 22-4 
17 4-17 
Mar. 2 3-4 
3-18 

4-2 

4-17 









































7-17 
_8-4 


8-19 
9-3 

















9-17 
10-2 
10-17 
11-3 
11-17 



































— should be included in the note made. Letters 
received also should be attached. 

tial Payment for the purchased items. 

5. If all items have been received but complete 

0. payment thereof has not been recorded, steps 

oy should be taken to find the invoice, or in- 

“y voices, in order that the record can be made 

0. and the purchase order removed from the active 

oi file. 

5. 

x REMARKS 3 

5 If it appears necessary under the circumstances, 

a the problem should be referred to the department 

=. head. 

be " THERE ARE THOSE who want to get to live with yourself 24 hours a day. 
: along with others, yet find it hard to You have the inner adjustment to 
: get along with themselves. They make before you can hope to adjust 

oo quarrel with themselves and still yourself to other persons. a 
2 wonder why they stir up the quar- 

x: reling instinct in their family or in —Frank B. Whitney in Favorite 

their business associates. You have Unity Radio Talks. 
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™ NO PROBLEM that we face is ever 
as big as the problem that we dodge. 
7 


—Ernest C. Wilson in Progress. 
3 


Middle age: When all the things 
with a lifetime guarantee wear out. 
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The Sixty-Four Dl (Pisitton Cdome 





Permission to reprint this Column 
each month for the National Associ- 
ation of Hospital Purchasing Agents 
was granted by Mr. Frank M. Rhat- 
igan, secretary of the American 
Surgical Trade Association. 





QUESTION: From whom is the 
Jabst pressure stocking avail- 
able? 

ANSWER: Jobst Institute, Inc., P. O. 
Box 653, 4625 W. Bancroft St., 
Toledo 1, Ohio. The correct spelling 
is Jobst—not Jabst. 


QUESTION: Who is the distrib- 
utor of a rechargeable flashlight 
which uses no batteries? Believe 
it plugs in AC line for recharge. 
ANSWER: The Voltabloc Flashlight, 
which has no batteries, is available 
from Standard Medical & Surgical 
Co., 1017 High St., Des Moines, 
Iowa; and the “Charg-a-Lite” is 
manufactured by Remington Rand 
Division of The Sperry Rand Corp., 
315 4th Ave., New York 10, N. Y., 
or any of their branches. 


QUESTION: Where may we ob- 
tain Pontacaine Spray? 

ANSWER: Cook-Waite Laboratories, 
1450 Broadway, New York and 
Winthrop Laboratories, 1450 Broad- 
way, New York, are the two com- 
panies who hold copyrighted trade 
name “Pontacaine” and they do not 
make Pontacaine Spray. It comes 
only in a cream, ointment, and a 
liquid local anesthetic. 


QUESTION: Advise name of the 
manufacturer of a wooden I.V. 
board with metal bracket for 
hooking over side rails of any 
make operating table. 

ANSWER: Shampaine Co., 1920 S. 
Jefferson Ave., St. Louis 4, Mo., 
makes two such arm boards, each 
with its own characteristics to suit 
the requirements of the hospital 
staff. 


QUESTION: Advise source of sup- 
ply for the Brosman themometer 
shaker. 

ANSWER: Was made by Becton, Dick- 
inson and Co., Rutherford, N. J., no 
longer manufactured. 
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QUESTION: Who makes alumi- 
num shock bed blocks? 

ANSWER: Known as bed elevation 
blocks, made from aluminum in 
sizes 10”, 8’, and 6” high, and made 
by Orthopedic Equipment Co. 
Bourbon, Indiana. 


QUESTION: By whom is the Wylie 
aorta clamp made? 

ANSWER: The Lawton Co., Inc., 425 
Fourth Ave., New York 16, N. Y. 


QUESTION: What is the address 
of Ritchie Mfg. Co. of Chicago, 
which makes orthopedic surgical 
instruments? They are not listed 
in the telephone directory. 
ANSWER: Believe company is Bruno 
Richter, manufacturer of special 
surgical instruments, 234 E. St. 
Charles Rd., Lombard, III. 


QUESTION: Can you advise ad- 
dress of Pacific X-Ray Co.? 
ANSWER: 361 Hayes St., San Fran- 
cisco 2, Calif. 


QUESTION: Looking for Turga- 
sept and new primer bandages. 
Who makes? 

ANSWER: Doho Chemical Co., 100 
Varick St., New York, N. Y. 


QUESTION: Can you give us 
source of supply for the Grafen- 
burg cervix ring, a spiral wiring 
made of silver in 3 sizes which 
was on the market in the 
1930's? 

ANSWER: The Surgical Manufactur- 
ing Co. Pty. Ltd., 378 Lonsdale St., 
Melbourne C. 1, Australia, and 
Willen Bros. Ltd., 44 New Caven- 
dish St., London W. 1, England. 


QUESTION: Who is making 
crutches with leather spring arm 
rests? 

ANSWER: Bodark Crutch Co., P. O. 
Box 28, Edmond, Okla. 


QUESTION: Advise name of man- 
ufacturer of the Thompson Medi 
Breather Model PI. 

ANSWER: Thompson Engineering Co., 
Boulder, Colo. 


QUESTION: Who makes a Dome- 
Boot, understood to be a gelocast 
type boot? 


ANSWER: Dome Chemicals, Inc., 109 
W. 64th St., New York 23, N. Y. 


QUESTION: Who makes an alu- 
minum folding wheel chair? 
ANSWER: Such a product was man- 
ufactured by the Scarbil Corp, 
Moravia, N. Y., which was distrib- 
uted by The John Bunn Corp., 163 
Ashland Ave., Buffalo 22, N. Y. 


QUESTION: Who manufactures 
vials of Nutri-discs? 

ANSWER: Formerly sold by Ortho 
Pharmaceuticals, Raritan, N. J. A 
similar product — Pro-Ception — is 
made by Milex Products, 5915 
Northwest Highway, Chicago 31, 
Ill. 


QUESTION: Advise name of man- 
ufacturer of Kool-X x-ray de 
veloping tanks. 

ANSWER: Kool-X Co., 512 South 
Fitzhugh, Dallas 10, Tex. 


Regarding question in the No- 
vember issue, the $64 Question Col- 
umn: 


QuEsTion: We are trying to lo- 
cate a motor driven bed which 
not only raises and lowers the 
bed electrically, but also raises 
and lowers the backrest and 
kneerest electrically. 

ANSWER: Hard Mfg. Co., 117 Tona- 
wanda St., Buffalo 7, New York, can 
furnish an electrically operated 
gatch spring bed for gatch position 
or an electrically operated bed for 
the high-low position, and finally a 
completely all-electrified bed. 

We received a letter from Sr. 
John Miriam, S.C.N., administrator, 
St. Mary & Elizabeth Hospital, 
Louisville, Ky., inquiring as to the 
reason why other manufacturers 
were not listed. 

The reason is the way in which 
the question was worded. Hard Mfg. 
Co.’s bed operates on two separate 
motors. Other manufacturers oper- 
ate their beds in all of these posi- 
tions with a single motor. 

The companies are: American 
Metal Products, Detroit, Michigan; 
Hill-Rom Co., Batesville, Indiana; 
and Simmons Manufacturing Co, 
Chicago, Illinois. 8 
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Shopping Around 





with Orpha Mohr 


The Trend Toward Disposables in 


—® DEVELOPMENTS in management 
thinking in hospital dietary and 
nursing departments were revealed 
in a recent survey of 310 chief 
dietitians and 115 directors of nurs- 
ing, conducted by the Field Research 
Division of the Paper Cup and Con- 
tainer Institute. The survey, a fol- 
low-up to the Division’s more ex- 
tensive survey of 1952’, was con- 
ducted to determine trends in food 
and medicine service. 

Some of the evidence of the 
changes in management thinking in 
hospitals is: 

1. A trend toward centralization 
of food service in an effort to 
achieve increased efficiency in the 
dietetic department and to tighten 
control of food and labor costs. 


Diets frozen in portion cups or con- 

tainers, they need merely be de- 

frosted or reheated for immediate 
service. 
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Food Service 


by Roslyn Willett 


2. A “make or buy” type of 
analysis directed to food service, 
with the result that management is 
beginning to consider “buying” 
rather than “making.” This means 
employment of caterers for some or 
all aspects of food service. Although 
most hospitals retain the traditional 
attitude that meal service is among 
their own basic facilities functions, 
some are making arrangements with 
outside food service operators. 

3. Increasing operation of “hos- 
pitality shops,’ canteens, and the 
like. These are usually profitable. 
They are patronized by staff and 
visitors alike. The money made often 
goes to support essential social and 
volunteer services in the hospital, 
including clinic aids, recreation 
therapy, and other morale boosters 
not provided for in tight budgets. 

4. Increasing use of disposable 
containers in both the dietetic and 
nursing departments. In food serv- 
ice, emphasis is on preportioning 
and “one-way” service; in medicine 
service, on convenience, time-sav- 
ing, and elimination of breakage 
problems. 


Trend to Centralization 


Food service management studies 
and practices in hosiptals and else- 
where have indicated that a cen- 
tralized service is more efficient 
than decentralized service in most 
areas. It generally offers the possi- 


bility of more effective supervision 
of employees, better cost control 
via preportioning, and savings in 
employee time through better or- 
ganization of their efforts. But it 
takes special equipment or effort 
to keep the temperature of the food 
hot or cold in transit. 

A recent analysis’ offers a simple 
mode of comparison of the various 
systems for bringing food to the 
floor. The writer, Miss Betty Jean 
Yapp of Lincoln General Hospital 
in Lincoln, Nebraska, divides the 
number of meals served in a hos- 
pital by the number of food service 
workers, to arrive at a figure of 
meals per worker. Using this sim- 
ple but effective way of measuring 
the efficiency of a system, she ar- 


Ninety percent of the _ hospitals 
queried are using paper cups for 
dry medications. 
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rives at the conclusion that cen- 
tralized systems produce the most 
meals per worker. 

The trend indicated in the new 
Field Research Division study, as 
compared with that of the study of 
five years ago, is toward steady 
centralization. A majority of the 
dietitians queried (about 59 per- 
cent) reported that food goes from 
the kitchen to the nursing floor pre- 
portioned. This compared with 47 
percent five years ago. Still, almost 
half the food is brought in bulk to 
the floor, with considerable over- 
lap and use of both techniques in 
many systems. 


Nourishments Too 


Even the one area of food service 
in which decentralization might be 
expected to have justification—that 
is, nourishments service (usually a 
matter of nurses serving juices be- 
tween meals to patients), shows 
that same trend toward centraliza- 
tion. About 80 percent of nourish- 
ments are prepared in a central 
kitchen, and about 50 percent are 
portioned there. Five years ago, 75 
percent of nourishments were pre- 
pared centrally, and 44 percent were 
portioned there. 

It has long been accepted that 
food is a basic service offered by 
hospitals. Traditionally, the only 
area in which outside organizations 
have been admissable is the hos- 
pitality shop or canteen. But with 
the recent growth of professional 
catering organizations in industrial, 
school and college meal service op- 
erations, and their constant upgrad- 
ing, an alternative has been sug- 
gested, and a number of hospital 
administrators are finding it de- 
sirable. 

Balancing positive and negative, 
they find that the caterers offer re- 
lief from responsibility of personnel 
hiring, selecting equipment, and 
purchasing food. They may also find 
that substantial economies can be 
effected by the mass purchasing 
contracts negotiated by caterers. 
And since raw food is the largest 
single item purchased by hospitals, 
this saving may be substantial. Fur- 
thermore, a caterer offers “back- 
stop” employees to substitute for 
absentees, and a continuity of man- 
agement no matter what other 
changes take place. 

On the other hand, a caterer is 
in business to make money, and the 
operation may require a subsidy to 
keep going. In addition, it is cer- 
tain that most hospitals feel a keen 
pride and responsibility for running 
their own food services. 
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This cart represents an effort by 
the Point Pleasant (New Jersey) 
Hospital to make an early rising a 
pleasure: it serves early morning 
coffee to patients before the regular 
breakfast comes up and _ special 
snacks later in the day. 


Caterers Increasing 


In any case, the number of ca- 
terers in hospital food service is 
growing. Here are the figures com- 
piled by the survey for the three 
kinds of hospital food service. 





How Caterers Are Used 


1957 1952 
Patients’ meals 9.0% — 
Employee and 
Staff meals 7.196 2.0% 
Hospitality 
shops 


11.0% 14.9%, 











Interestingly enough, the trend 
may be found among hospitals of 
all sizes, although the _ smaller 
brackets have the greatest propor- 
tion using caterers. Use is most 
frequent among southern and Cath- 
olic hospitals, least among mental 
hospitals. 


Hospitality Shops 


Hospitality shops—also_ called 
canteens and snack bars are found 
in hospitals of all sizes, and their 
number has almost doubled in the 
past five years. Generally, they are 
handy places to have snacks for 


visitors and for staff. Many of them | 


offer gifts, books, and take-out or 
send-out service to patients, too. 
And, usually, their operation is 
quite profitable. Hospitals such as 
the huge Bellevue in New York 
find that their special volunteer 
services are supported in large 
measure by the profits from a pro- 
fessionally run hospitality shop, On 


the other hand, the volunt:ers 
themselves run hospitality shop- in 
many hospitals. And, in still others, 
a regular manager is hired who re- 
ports to the hospital adminis: ra- 
tion. With the day of large charit: ble 
donations to hospitals seemi: gly 
fading, this additional, reli: ble 
source of income is most welcom ». 

The hospitality shops serve the 
psychological function of helpin | to 
relieve the tensions of perso: nel 
and visitors, and are usui@lly so ne- 
what brighter than the ‘hospi al’s 
employee and staff dining roms, 
Menus, too, are more frivoloiis— 
soda fountain specialties and snicks 
are likely to star. 

In 1952, only 26.7 percent of the 
hospitals queried had _hospitility 
shops; now, 47.7 percent do. Large 
hospitals, except mental institutions, 
have the highest percentage of hos- 
pitality shops, about 65 percent. 
Medium hospitals (100-249 beds) 
follow with about 44 percent; and 
smaller hospitals have shops in only 
19 percent of the cases reporting. 

The percentage of caterer-oper- 
ated hospitality shops has dropped 
in the past five years, although the 
actual number rose. Equipment in 
such shops has changed, too. Two 
out of five now have vending ma- 
chines, about a 40 percent jump 
since 1952; the number of soda 
fountains has dropped by about 10 
percent; the number of hospitality 
shops having tables has dropped by 
about 20 percent, and the number 
having counters has risen by about 
12 percent. 

Parenthetically, it-might be noted 
that vending machines are used in 
the corridors and lobbies of many 
hospitals that do not have hospital- 
ity shops. 


Use of Disposable Containers 


Both dietary and nursing depart- 
ments report increasing use of dis- 


posable containers for food and 
medicine service. Here again, as 
reported by directors of nursing, 
the trend is closely related to man- 
agement necessities. By far the 
strongest reason for using them was 
to save time in dishwashing and 
sterilization, on the part of scarce 
help. 

In the dietary department, al:nost 
80 percent of the hospitals report- 
ing are using disposable cups and 
containers for at least one pase 
of food service. This compares with 
a figure of about 70 percent five 
years ago. As might be anticip: ted, 
complete disposable service is {re- 


Please turn to page III 
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Product News and Literature 





Permanent Mat for Bath 


® DEVELOPED for bath tub safety. The mat has adhesive backing, 
provides a non-skid surface and can be easily and permanently in- 
stalled within a few seconds. The mats contain no harmful gritty 
irritants and are sanitary, as they can be washed or scrubbed with 
soap or detergent. 








Therapeutic Heating and Cooling Device 








™ THIS NEW METHOD of maintaining therapeutic temperatures con- 
sists of a flexible plastic pad containing a sealed circuit of tubing 
through which water is constantly circulated under accurate 
thermostatic control (within one degree Fahrenheit of the pre- 
scribed temperature). The prescribed temperature is set on the 
dial by the nurse who then removes the setting knob to prevent 
tampering or the accidental changing of the setting. The entire 
unit consists of the plastic pad and a control unit containing a 
one-pint water reservoir, a thermostatically controlled heating ele- 
ment and a compact pump operated by a totally enclosed motor 
powered by normal household electric current. 


Mopping Bucket 


™ POSITIVE PROTECTION against smudges, dents and scratches for 
furniture, walls and woodwork when mopping floors. The new unit 
has a heavy-duty, non-marking rubber bumper that completely 
encircles the base of the bucket. Bumper is permanently attached 
and steel reinforced for long life. Offered in two sizes. The bucket 
has all standard construction features. 


Tepid Mist 


=" THE tepid mist nebulizer is the first to meet all needs for heated 
aerosol mists. Its thermoswitch control assures close to body tem- 
perature delivery and eliminates all hazards of running dry e” 
overheating. The replacement of dangerous steam kettles is now 
possible and units are adaptable to all respiration aids. 


Walker with Safety Brake 


®& THE WALKER’s Safety brake is instant and automatic. Only a 
slight additional pressure on the handle bar is needed to activate 
the safety brake if the patient stumbles, loses his balance or when 
he wants to rest. Braking is provided by forcing two heavy, rub- 
per-tipped supports directly against the floor, thus actually giving 
the braked walker the stability of a parallel bar. The safety brake 
can be adjusted to each individual’s needs. 


Disposable Nurses’ Cap 


™ A NEW ITEM designed by two nurses to save nurses hours of 
laundering, starching and ironing. The disposable cap resembles 
the starched linen headdress in every respect, but is inexpensive 
enough to be discarded after it becomes soiled. 
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Classified Advertising 


Classified Advertisement Rates $1.00 per line, minimum charge $3.00. 
Cash with order. Figure all cap lines (maximum two) 33 letters and 
spaces per line; upper and lower case 40 per line. Add two lines for 
box number. Deadline for February issue is January 30. 











POSITIONS OPEN 


POSITIONS OPEN 





SHAY MEDICAL AGENCY 
55 East Washington Street, Suite 1935 
Chicago 2, Illinois 


EXECUTIVE PERSONNEL: (a) Controller. 
East. New position in 350 bed hospital. Need 
someone capable of changing accounting serv- 
ice from cash to accrual basis. (HM-2583). 
(b) Credit Collection Manager. Florida. (HM- 
. (c) Business Office Manager. Middle 
»st. 325 bed hospital. (HM-2515). (d) Con- 
troller. Middle West. 600 bed hospital. Degree 
with major in accounting. To $8700. (HM- 
2469). (e) ownage Agent. 225 bed hos- 
pital. Southwest. M-2545). (f) Personnel 
Director. Middle West. 275 bed hospital. 600 
employees. $7200. (HM-2346). 


DIRECTOR OF MEDICAL LABORA- 
TORY: West Coast. 375 bed hospital. Bio- 
chemist with Ph.D. required. 35 employees in 
laboratory. $10,000, minimum (HM-2568). 


R.N. ADMINISTRATOR: Middle West. 50 
bed hospital. $500 minimum — lovely pent- 
house apartment. (HM-2475) 


EXECUTIVE HOUSEKEEPERS: (a) Cali- 
fornia. 375 bed hospital. Men or women. Hos- 
pital or hotel experience. $6000 minimum. 
(HM-2569). (b) South. 200 bed hospital — 
near Washington, D.C. (HM-2220). (c) East. 
400 bed hospital — 60 employees in depart- 
ment. Man or woman. $7500. (HM-2247). 
(d) Middle West. 200 bed hospital. Man or 
woman. Excellent opportunity. Expansion 
program in progress. CEiM-2512). 


NOTE: We can secure for you the position 
you want in the hospital field, in the locality 
you prefer. Write for an eee 4 post- 
card will do. ALL EGOTIATIONS 
STRICTLY CONFIDEN TIAL 





ZINSER PERSONNEL SERVICE 
Anne V. Zinser, Director 


Suite 1004 — 79 W. Menroe 
Chicago 2, Illinois 
We have splendid openings for Directors of 
Nurses, Instructors, Supervisors, Dietitians, 
Medical Technicians, Staff Nurses. If you 
are looking for a position, write us. 





DIRECTOR-SCHOOL OF NURSING—for 
accredited diploma School. Student Body of 
170. Masters degree required. 40 hour week. 
Salary commensurate with qualifications. Ex 
cellent personnel--policies, Social Security, 
Group _Hospitalization. ADDRESS J—1, 
HOSPITAL MANAGEMENT 





CHIEF MEDICAL RECORD LIBRAR- 
IAN: 600 Bed teaching hospital, Southwest. 
Well equipped, well staffed department, in- 
cluding central. dictating unit, micro-film unit, 
medical audit. ADDRESS J—4, HOSPITAL 
MANAGEMENT 





MISCELLANEOUS 





BRONZE AND ALUMINUM PLAQUES. 
Name Plates and Donors Tablets. For lowest 
prices, write for free pamphlet. 


ARCHITECTURAL BRONZE & ALUMI- 
NUM Corp., 3638 W. Oakton St., Skokie, Ill. 
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Interstate Medical Personnel Bureau 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


ADMINISTRATOR: R.N.; 35 bed private 
hospital, Ohio. (b) 65 bed hospital, mid- 
western city. (c) 75 bed hospital, Pennsy]- 
vania. 


ASSISTANT ADMINISTRATOR—Business 
manager. 50 bed approved hospital; expansion 
program. 


COMPTROLLER: 175 bed eastern hospital. 
(b) 200 bed hespital, Virginia. (c) Office 
Manager. 100 bed hospital, Pennsylvania, 
$5,000. 


PURCHASING AGENT: 175 bed _ hospital, 
mid-west. (b) 300 bed Ohio hospital. (c) 
215 bed hospital, Colorado. Salary negotiable. 


DIRECTORS OF NURSING: To $8,000. (b) 


Assistant Directors, Nursing Service. $6-7,0uv. 


CHIEF PHARMACIST: 400 bed western 
hospital. (b) 235 bed Ohio hospital. (c) Staff 
Pharmacists and Physiotherapists. Michigan, 
Wisconsin, Pennsylvania, Ohio. Attractive 
salaries. 


DIRECTOR, HOUSEKEEPING SERVICE: 
375 bed hospital, west coast. $6,000. (b) 400 
bed Ohio hospital. (c) 150 bed eastern hos- 
pital; building program. (d) 100 bed hos- 
pital, Kentucky. 


POSITIONS WANTED 


ADMINISTRATOR: Age: 35. B.S. Degree, 
Institutional Management. 4: years Laboratory- 
X-ray Technician; 4 years Administrator, 45 
bed southern hospital. 


ADMINISTRATOR: 45 years. M.A.C.H.A. 
10 years Administrator, 75 bed hospital, mid- 
west. 


COMPTROLLER: Degree in Accounting. 6 
years Auditor, large firm; 4 years Chief Ac- 
countant, large private hospital. 


ADMINISTRATOR: Degree, Graduate Pro- 
gram, Hospital Administration, 1952. 5 years 
experience, castern hospitals. Prefers 120-200 
bed hospital. 


ADMINISTRATOR: (R.N.) 10 years teach- 
ing and executive assignments. Past 7 years 
superintendent small specialized hospital. Pre 
jers east. 


EXECUTIVE HOUSEKEEPER: Age: 45 
years. College credits. 2 months course In- 
stitutional Management. 10 years Food Super- 
visor; 6 years Housekeeper, 80-150 bed hos 
pitals, 





POSITIONS WANTED 





PURCHASING AGENT: Experienced in all 
phases of hospital buying, office management 
and systems. ADDRESS H—1, HOSPITAL 
MANAGEMENT. 





PURCHASING AGENT — 
SAN FRANCISCO BAY ARE A DESIRED. 
Age 28. Over 7 years experience 
purchasing and related fields for 
400 beds and multiple associated 
clinics. 
ADDRESS H—2, HOSPITAL MANAGE. 
MENT 


fe. W. Adams, Chicago, Il. 


OUR 62nd YEAR 


WOODWARD ese 


FORMERLY A DE 


1k) \.Wabash-€ a fl. 


POSITIONS OPEN 


ADMINISTRATORS: (a) Dir med ec uc; 
new 360 bd genl, JCAH hsp; very Ige ‘rng 
prog; city 125,000; So. (b) Will immed _ ap- 
point Adm, 125 bd hsp, in planng stage; pre- 
fer exper & well trnd; resort area, Fla (c) 
New 150 bd hsp being’ built; will employ 4-5 
mos prior to completion ; prefer degree—ac ‘ept 
good exper; Ige univ city; MW. (d) Estbd 
44, 180 bd, genl, city, JC "AH hsp; expindg 
75 bd; sal open; So. (e) 65 bd hsp, expundg 
25 bds; qual modernizing program & proce- 
dures; top sal; MW. (f) Med or non-med ; 550 
bd, mental, county, hsp; pleasant area, MW. 
(g) Excl 130 bd hsp to be constructed, then 
increasg to 200 bds; few mos probatic lary 
period, then take over; sal will be very gvod; 
So. Calif. (h) Dir 60 bd hsp & Consultant 
for 4 other hsp; will dir each hsp as it opens; 
oppo dir grp of 10 hsps; excl sal, So. Calif, 
(1) Asst; few yrs exper in lge hsp; wk under 
dir; 350 bd, long ter, mental, State fully-ap- 
prvd hsp; lge out-patient dept ; favorable sal; 
city 1,000,000; MW. (J) Asst; replace one 
resigned; req’s grad HA course & exper; 
500 bd, fully-apprvd hsp; to $10,000; univ 
city; East. 


ADMINISTRATIVE POSTS: (a) Personnel 
Dir; 125 bd, genl, vol, JCAH hsp; to over 
$6000 ; pleasant suburb, ‘Ige city, MW. (b) 
Newly- created post; Clinic Manager; 8 man 
grp; $7200 start; MW. (c) Publishing Dir; 
responsible publication of 2 med _ journals; 
complete liaison w/printer; quals, sales & pro- 
motion; 2 highly-quald secretarial assts; $12- 
15,000; East. 


POSITIONS WANTED 


ADMINISTRATOR: B.S., Bus Adm; MHA 
Northwestern; 15 mos, Cost Acct, 500 bd 
hsp; 5% yrs, Adm, 82 bd hsp; 10 mos Asst 
—_ 200 bd hsp; de sires lgr hsp; MW; Mem 
ACHA. 


ANESTHESIOLOGIST: M.D., Johns Hop- 
kins; completed Part I, Eligible Part Ii; 
excl Anes trng, 800 bd, midwestern hsp; will 
soon complete military obligation Chief, Anes 
x Recovery Section; no locality preference; 
Age 30. 


PATHOLOGIST: Cert both branches; excl 
trnd, all aspects of Path; 3% yrs, med ofc, 
Army Path labs; 13 successful yrs in lath 
apptmts ; hsp wk, tchg, consultant, Chiet lab 
Service, Chief Path intermittent post-erad 
courses, histapath, cytodiagnosis,  forsenic 
path; seeks hosp pract, requirg high standard 
of med, 


RADIOLOGIST: Mayo trnd; M.S.; Jipl, 
diagostic, therapeutic, isotopes; seeks \Vest 
Coast; middle 30's. 





POSITIONS WANTED 





AS ASSISTANT ADMINISTRATOR DI- 
RECTOR of Housekeeping (Hospital) or 
Administrator of Home for the Aged. | ady 
with 23 years executive experience inclu: ing 
4 years Superintendent of Home for the A. 2d; 
2 years Executive Housekeeper large H me 
and Hospital for Children; 2 years ge: ral 
hospital; 3 years N.Y.C. Hotel and 9. ars 
Catering and Hotel Management inclu ing 
purchasing. Member of H.B.S.D.A., de- res 
change nearer Manhattan, Staten Islan or 
Brooklyn. ee H—4, HOSPI' AL 
MANAGEMEN 





POSITIONS OPEN 





DIRECTOR OF RESEARCH: New Eng ond 
institution. Full information on receipt of 
qualifications. ee H—3, HOSPI'! AL 
MANAGEMEN 
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SHOPPING AROUND 
Continued from page 108 


quently used for food service to pa- 
tients in isolation as a time-saving 
and sanitation measure. About 42 
percent of the hospitals reporting 
indicated complete paper service for 
isolation. 

Some hospitals use complete dis- 
posable service for their hospitality 
shops. Since these are usually es- 
tablished far from the central kitch- 
en 2nd its dishwashing facilities, 
they save a separate dishwashing 
installation and at least 100 square 
feet of space that would necessarily 
be devoted to it. The hospitality 
shops charge standard prices for 
thei: snacks, and like commercial 
snack shops they return a profit. 
This is used as the administration 
sees fit. Use of disposables enables 
fast service with a minimum staff 
and easy cost accounting. 

Partial disposable service—sup- 
plenienting conventional service—is 
frequent for both patients’ meals 
and employee meals. Portions cups 
and hot and cold drink cups are 
frequently used to eliminate part 
of the burden on dishwashing fa- 
cilities and to make service more 
attractive. And, of course, for nour- 
ishments services, disposable cups 
are used to a considerable extent. 


Paper Products 


In nursing departments, use of 
paper for dry medications has 
grown from 71 percent in 1952 to 
91 percent in 1957. Liquid medica- 
tions’ use of disposable cups is up 
even more. Nursing departments 
find special products, like the den- 
ture containers, particularly con- 
venient. They report the switch to 
use of these disposable products has 
worked out favorably in 85 percent 
of the cases; 10 percent did not an- 
swer the question and only 5 per- 
cent reported unfavorably. In 1952, 
favorable response was given to the 
same question by 67 percent of the 
nurses. 

In summary, management changes 
in both the nursing and dietary de- 
partments of hospitals are reflected 
in increasing attention to techniques 
of labor-saving, and cost-control. 
And, where the food service or 
nursing situation has demanded a 
fresh look at some older assump- 
tions, hospital management is show- 
ing itself responsive. = 


‘Available as a 48-page booklet, from the 
Division at 342 Madison Avenue, New York 
ity. 

‘Journal of Home Economics, January, 1958, 
Page 29, 
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NEW 
DU PONT 
BROCHURE 
SHOWS .... 





How waxes containing LUDOX’ can add 
beauty and slip resistance to your floors 


Now your floors can have lustrous 
good looks, yet resist slips and skids. 
The reason: floor waxes containing 
Du Pont’s anti-slip ingredient, 
*‘Ludox’”’ colloidal silica. 

Tiny, transparent spheres of 
“‘Ludox” in the wax layer exert a 
snubbing action under pressure of 
every footstep ... give sure-footed 
traction for extra safety. And these 
slip-retardant waxes bring out the 
natural beauty of floors as only fine 


Specify floor waxes containing 
Du Pont’s anti-slip ingredient, 


waxes can. Maintenance is easy, too, 
because scratches and scuffs can be 
buffed out without rewaxing. 
Get all the facts. Send coupon below 
for your free copy of the new full- 
color Du Pont brochure plus names 
of suppliers of floor waxes containing 
anti-slip “‘Ludox’’. 

E. I. du Pont de Nemours & Co. 
(Inc.), Grasselli Chemicals Dept., 
Room N-2533, Wilmington 98, Del. 


E. I. du Pont de Nemours & Co. (Inc.) 
Grasselli Chemicals Dept., Room N-2533HM 


® Wilmington 98, Delaware 
Please send: 0 New brochure about waxes 
containing ‘“‘Ludox”’. O Names of suppliers of 


these slip-retardant waxes. 


Name 
Firm 
Address. 
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115 — Bottle Crusher 


® THIS MACHINE is the result of considerable experiments anc re- 
search in co-operation with many beverage bottlers. This unit fea- 
tures a totally enclosed motor, impervious to the water nece:sary 
to wash down equipment. The extra heavy castings will withs -and 
the terrific impact of heavy glass bottles, the impellor or ‘lass 
breaker is made of 30 percent carbon steel, and is guaranteec not 
to bend or break under extreme usage. 


Nonwoven Wiping Cloth 


® A NEW ALL-PURPOSE, reusable counter towel. A nonwoven fiibric 
made solely of rayon staple is designed primarily for use in res- 
taurants, cafeterias and hospitals. The cloth is economically pr iced: 
looks, handles and feels like woven fabric. When wet it has a v ater 
retaining capacity that quickly loosens and picks up all soi! and 
stains. 











Packaged Power Generator 


= A NEW “packaged power” generator built for use with gasoline 
or diesel engines and designed to provide electric power with max- 
imum reliability and minimum maintenance. The generator fea- 
tures a completely static excitation and voltage regulation system 
which helps make possible an almost maintenance free operation. 
The system has no moving parts, no tubes, no vibrating contacts 
and no commutator brushes to be maintained or replaced. The ex- 
citer consists of several rectifiers, a suturable reactor, resistors and 
wiring, all mounted in a drip-proof enclosure. 


Combination Holder and Cup 


® AN INNOVATION in the field of paper products, the unveiling of a 
unique combination holder and plastic coated paper cup designed 
specifically for use in restaurants, lunch rooms, cafeterias and all 
other over-the-counter locations which have heretofore tradi- 
tionally used plastic, crockery, or china service. Presented in a 
combination of bright gold and white, the service adapts itself 
equally to hot and cold beverages, soups, pudding and other serv- 
ings. The special cup has a seven-ounce fluid capacity with a 
rounded reinforced bottom for perfect stirring; fits snugly into the 
holder; and is easily disposable after use. 


Cupsaver Stacking Trays 


® THE CUPSAVER TRAY is sanitary and practical, designed to reduce 
wear and breakage in handling cups. Cupsavers are heavy duty 
plastic trays with embossed areas designed to hold a dozen cups, 
bottom up and separate from each other. Cups drain and air dry 
quickly, and loaded trays may be stacked one on another, since the 
top tray nests over the bottom of the cups in the lower tray, !ock- 
ing trays together for easy handling. 


Conductile 


@ A NEW FLOORING MATERIAL designed to reduce the dangers o. ex- 
plosion from a build-up of static electricity in surgical ope: ting 
rooms. The new material is a solid vinyl conductive flooring tile. 
The specially engineered flooring is guaranteed for five yee’s to 
meet National Fire Protection Association and National Bure:u of 
Fire Underwriters requirements. Because the conductive :om- 
ponents are incorporated in the manufacturing process, no s}'~cial 
treatment is needed to maintain its conductivity. 


Food Service Conveyor 


® A NEw bulk food service conveyor providing complete hot ‘ood 
service for 65 persons. For use in institutions where trays are »re- 
pared at floor pantries, these conveyors are designed to keep ‘004 
hot from kitchen to the set-up area. 
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Blender 


®@ THREE NEW MODELS of the blender for hospital and institutional 
diet kitchens are available. High-speed, knife-like agitator housed 
in stainless steel, seamless, heavy-duty container pre-digests food 
by liquifying, pureeing, pulverizing or grinding. Blends foods in 
countless combinations eliminating much of the food preparation in 
the diet kitchen. Graduated container opens at both ends for ease 
in cleaning; has tapered cutting well which feeds ingredients con- 
tinuously, automatically into cutting blades. 


Suppository 


@ A NEW SUPPOSITORY which combines a steroid to fight inflamma- 
tion and tissue damage, and a broad-spectrum antibiotic to halt or 
prevent infection. It is designed to release the steroid and antibiotic 
gradually at body temperature, thus permitting prolonged contact 
of these agents with the infected and/or inflamed body tissue. The 
suppository contains hydrocortisone and neomycin. Company offi- 
cials said clinical studies with this product in a wide variety of rec- 
tal conditions indicated that it gave greater patient-comfort, 
speeded tissue repair, and afforded protection against secondary in- 
fection. 


Inanout Register 


™ THE INANOUT REGISTER solves the age-old and ever acute problem 
of controlling the “in and out” personnel at the switchboard. It in- 
stantly shows who’s IN and who’s OUT and time of return. It 
works from both sides — the “in and out” personnel operates it 
from the front and the PBX operator instantly checks it from her 
side (the back) on incoming calls requesting any individual. 


Automatic Sandwich Machine 


® THIS MACHINE serves five different kinds of sandwiches, and 
come cold, warm, hot or toasted. Every sandwich is served under 
ideal sanitary conditions. Each sandwich is carefully prepared and 
hermetically sealed in cellophane bags. The machine stores the 
sandwiches under refrigeration at 42-44 degrees Fahrenheit. 


Heart Monitor 


™ THE MONITOR, a compact, lightweight, battery-operated instru- 
ment, electronically monitors the pulse rate. Designed primarily to 
provide continuous information of cardiac activity, thus giving the 
surgeon leeway in energizing an arrest and letting the anesthesi- 
ologist know how much time he has to re-establish cardiac func- 
tion. A sensitive pickup attached to digital or other pulse points 
registers every pulse beat as a click and/or as a flashing light 
which may be seen by peripheral vision. 


Aerosol! Rinse Injector 


® A NEW AEROSOL rinse injector attachment for mechanical dish 
washing machines. The rinse injector completely eliminates film or 
spots on china, glassware and silverware and does away with 
toweling and separate washing of glasses. The attachment is a de- 
vice which injects wetting agent under constant pressure breaking 
the surface tension of rinse water. This action allows droplets left 
on utensils to flow into a thin, even sheet and run off immediately. 
The rinse injector consists of an aerosol can containing the wetting 
agent and a mechanical device which injects the contents of the 
can into the rinse line. 


Sugar Substitute 


® THIS PRODUCT is compounded to look, taste and sprinkle like 
sugar without the calories. It dissolves instantly in hot or cold 
beverages. Researchers have also perfected the product for use in a 
wide variety of desserts. 
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Consultant’s Notebook 


by E. M. Bluestone, M.D. 


Definitions: 

“A semi-private patient is 
one who is neither private nor pub- 
lic”. 

“A chronic patient is one who 
is not acute” (and vice versa.) 

“A ‘good chronic’ is one who 
is not a ‘bad chronic’ ” (and vice 
versa. ) 

“A Registered Nurse is one 
who is not a Practical Nurse.” 

“Some edible food waste is 
inedible food waste.” 

“Semantics are verbal ther- 
apeutic agents which resemble a 
sugar-coated pill in appearance.” 

® 
Suggestion for the hospital execu- 
tive: put yourself in the president’s 
place. Suggestion for the president: 
put yourself in the executive’s 
place. Suggestion for both: put 
yourselves in the patient’s place. 
* 


Pain has an alarm system all its 
own which attracts service. I wish 
that mental pain were equally en- 
dowed, and responded to, as physi- 
cal pain. 

ee 

Take a lesson from the consid- 
erate clinician writing prescriptions 
for bitter drugs. Offer your own 
specific administrative medication 
in the proper vehicle. 

e 

Dangerous moments in the life 
of a hospital executive: (1) when 
a new president is elected “who 
knew not Joseph,” (2) when the 
Board fails to balance the hospital 
budget, (3) when he loses touch 
with Board, staff, or patients, (4) 
when he is treated as a stranger 
in his hospital, (5) when he has 
an associate who envies him his 
post, et cetera, et cetera. 

@ 





ANNOUNCING — 


11th Annual Short Course in 


HOSPITAL HOUSEKEEPING 


March 30 to May 21,1959 


Sponsored by the American Hospital Association in cooperation with 
Michigan State University, Kellogg Center for Continuing Education 


And again this year Huntington Laboratories 


1s ontering TEN SCHOLARSHIPS 


Anyone you select is eligible to compete... the Short Course 
in Hospital Housekeeping has but one objective — better pa- 
tient care through better hospital housekeeping. 

Anyone you select from your hospital may attend the 
course and is eligible to compete for a Huntington Labora- 
tories scholarship. The rules are simple. The person must 


For details, write: 
American Hospital 
Association, Hunt- 
ington Laboratories 
Educational Fund, 
18 East Division, 
Chicago10, Illinois. 
Deadline for appli- 
cations is February 
9, 1959. Huntington 
Laboratories hasno 
part inthe selection 


of winners. Huntington, Ind. 


presently be employed by a hospital, or promised employ- 
ment upon completion of the course. Two letters of reference 
are necessary, plus a statement of 500 words or less from the 
person you select on ‘‘What benefits I expect to obtain from 
the Short Course in Hospital Housekeeping.”’ Each scholar- 
ship will cover the major portion of the room, board, tuition 
and book costs (approximate value, $300.00). 


HUNTINGTON &®” LABORATORIES 


INCORPORATED 
e Philadelphia 35, Penna. « 


Toronto 2, Ont. 


For more information, use yellow postcard inside back cover. 





A professional man who is sub- 
ject to the jurisdiction of non-pro- 
fessional men, and this is particu- 
larly true of hospital executives, 
leads a precarious existence. He 
must either compromise and yield, 
while maintaining his composure, 
or he must resist and suffer. It is 
not often enough for comfort -hat 
they see eye to eye. The arch:tect 
is another example of a professional 
group which is subject to the orders 
of building committees, and other 
lay employers, and lives under such 
a handicap. 

e 


The administrator of a_ hos)ital 
has far more reason than any ac- 
countant to fear a cipher. Between 
the figurative and literal nonentity 
he has his daily work cut out for 
him. 

a 

If you are one of those who be- 
lieve that misery likes company in 
the public wards of hospitals you 
ought to try it sometime when you 
are miserably sick—incognito, of 
course. 

a 


Administrative situations in hos- 
pitals are inherited or acquired; 
curable or incurable; acute or 
chronic; material or spiritual; tem- 
porary or permanent; general or 
special. They represent life, in 
which the strong and healthy serve 
the weak and sick, with or without 
financial remuneration but always 
with spiritual reward. 

e 


However pleasant the social life 
of the hospital executive may be 
and whatever the preponderance of 
his friends over his resentful en- 
emies (who may have been mis- 
taken in their own self-appraisal) 
it is doubtful whether any other 
profession is confronted with such 
a daily variety of serious problems 
(some of which only Time and the 
good Lord can solve) involving hu- 
man beings who are sick in body 
or mind, and sometimes in both, to 
the extent that burdens the hospital 
man in his wakeful, and sometimes 
sleeping, hours. 

° 

Severe visiting restrictions in 

hospitals are not therapeutic! 
e 

Conscientious physicians are will- 
ing to be judged by the records 
they keep — the others are not 

» 

The new hospital-home care ))lan 
has made obsolete all estimates of 
chronic-bed need per thousand of 
population. 
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